
 

 

 

 

AUTO ACCIDENT MEDICAL PROFILE  

 

 

 
Today’s Date________________________  

 

Name (Last)________________________ (First)___________________(M.I.)____________ 

 

Where did you feel pain?________________________________________________________ 

 

What are your symptoms?_______________________________________________________ 

 

Name of any other Doctors consulted since your accident_____________________________ 

 

______________________________________________________________________________ 

 

Treatment received_____________________________________________________________ 

 

How often did you receive care from other Doctors?_________________________________ 

 

Have you previously been injured in a similar manner?______________________________ 

 

If so, explain_____________________________________________________________ 

 

Please list all hereditary/congenital medical conditions_______________________________ 

 

Please list all surgeries/operations and dates________________________________________ 

 

Name of all medications and dosage you are currently taking   ________________________  

 

______________________________________________________________________________ 

 

Do you smoke?______         Number per day________________________________________ 

 

Weekly alcohol consumption___________________  Daily water consumption___________ 

 

Please explain in detail how your accident happened   _______________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 


