MVA QUESTIONAIRE

THE FOLLOWING QUESTIONS PERTAIN TO YOU AND THE VEHICLE YOU WERE IN:

Vehicle type: Vehicle size:

Ocar QPickup QSubcompact  OFull-size
Ovan OTruck JCompact CIMini
Ostation Wagon  [Bus OMid-size ClLight
DRegistered Owner? Yes___ No___**Owners Ins? Heavy Uother

Your position in the vehicle:
Qoriver dFront Passenger  Passenger U Third Seat {rear)
—--—-If passenger, your location in seat-—-

OLeft OMiddle QRight LdOther
Speed of your vehicle: Collision type:
Stopped Slowing QDriver Side impact  LHead on Collision
QParked OMoving at approx. _ MPH QFront Impact Passenger side Impact

QRear Impact Pedestrian incident
THE FOLLOWING QUESTIONS CONCERN THE OTHER VEHICLE INVOLVED IN THE ACCIDENT:

Vehicle type: Vehicle size:

QOcar QPickup Qsubcompact UFull-size

Qvan OTruck QcCompact  Mini

O station Wagon OBus OMid-size ULight

Uother OHeavy Qother

CONDITIONS AT THE TIME OF THE ACCIDENT:

Time of day: Road Conditions: Visibility: Visibility compromised by:
QFull daylight Oory ODamp Owet OExcellent  OPBrightness  OFog
UDawn QPatchy Ice/Snow QOGood QDarkness  Traffic
ODusk Qlce covered QFair URain

CINight QSnow covered QPoor USsnow

THE FOLLOWING QUESTIONS CONCERN THE MOMENT OF IMPACT OF THE ACCIDENT:
Were you... Restraints: (check all that apply)
OTotally unaware that the accident was impending O Seat belt

U Aware that the accident was impending QShoulder harness

O Aware that the accident was impending and braced for it UNo restraints

If you were the driver of the vehicle, was vour foot on the brake pedal? (dYes LINo LlKnocked off by impact
Was the air bag deployed? What position was YOUR headrest in?
QCar not equipped with air bag OHigh position

QAir bag deployed OMiddle position

QAir bag not deployed O Low position

Position of YOUR head at time of impact? Was vour head thrown...?

UFacing straight ahead QBackward and then forward

UTilted forward OForward then backward

Rotated to the left OTotheleft HTo the left then the right
ORotated to the right OTothe right OTo the right, then the left
Position of Your body at time of impact? Was your body thrown...?

Ustraight OBackward and then forward

QTiited forward QForward then backward

URotated to the left OTo the left UTo the left then the right
URotated to the right UTo the right U To the right, then the left

OAcross the vehicle

Patient Name: Date:




OOutside the vehicle Under the vehicle

Damage fo vehicle YOU were in: Citations:

Qincurred minimal damage QONone issued

Qincurred moderate damage QYourself

Uincurred severe damage UDriver of vehicle patient was a passenger of

Owas totaled UDriver of other vehicle

DINot known UINot sure

THE FOLLOWING QUESTIONS CONCERN THE TIME PERIOD IMMEDIATELY FOLLOWING THE ACCIDENT:
Did you lgse consciousness? Immediately following the accident, did you feel...?

OYes QDizzy Uweak

ONo QDazed ONervous

UDisoriented ONauseated
Were you able to walk unaided? Where did you go...?

OYes UDrove home Uwas driven home  [ODrove to hospital

UNo UDrove to work UWas driven to work OWas driven to hospital
UDrove to school Uwas driven to school CHospital via ambulance

Next day discomfort...? Did your major complaints exist before the accident?

Qincreased Odecreased Msame Oyes U No

In what areas did you IMMEDIATELY feel pain?

QHead Shoulder ULeft ORight Hip  ULeft Right

CINeck Arm OLeft ORight Thigh OLeft ORight

Qupper back Etbow OLeft ORight Knee OLeft URight

LMid back Wrist OLeft ORight Calf OLeit URight

ORibs Hand ULeft ORight Ankle OlLeft [IRight

QcChest Fingers OLeft CRight Foot ULeft ORight

UAbdomen Buttock OLeft ORight Toes UlLeft Right

ULow Back Pelvis
In what areas did you experience lacerations {cuts)?

OHead Shoulder Oeft URight Hp  ULeft ORight
CINeck Arm OLeft ORight Thigh ULeft URight
QUpper back Elbow OLeft DRight Knee ULeft ORight
UMid back Wrist OLeft URight Calf ULeft URight
ORibs Hand OLeft URight Ankle ULeft ORight
UChest Fingers OLeft URight Foot ULeft URight
OAbdomen Buttock ULeft URight Toes [lLeft QRight

ULow Back OPelvis
Where did you experience pain on the day FOLLOWING the accident?

UHead Shoulder ULeft QRight Hip  QLeft ORight
UNeck Arm QOLeft QRight Thigh OLeft CIRight
Qupper back Elbow OLeft QRight Knee OLeft [IRight
UMid back Wrist ULeft URight Calf OLeft ORight
ORibs Hand ULeft ORight Ankle OLeft QRight
UChest Fingers OLeft URight Foot ULeft CIRight
UAbdomen Buttock OLeft DRight Toes [Left URight

OLow Back DPelvis

Patient's Signature:
Patient Name: Date: 2




