




SOUTHERN ORTHOPEDICS & SPINE AUTO INJURY QUESTIONNAIRE 

Patient Name: 
----------------

Date of Birth: ______ _ 

Date of Accident: ------ What state in which accident occurred 
-------

What complaints are due to this accidentD 

What was your position in the vehicleD D Driver D Passenger 

Have you ever had these complaints beforeD D Yes D No 

Have you ever had any previous neck or back surgeryD D Yes D No 

Were you having any neck or back problems 6 months prior to the accidentD D Yes D No 

Were you wearing a seat beltD D Yes D No 

Did you hit your head D D Yes D No 

Did you lose consciousnessD D Yes D No 

Did the air bag deployD D Yes D No 

Were you burned by the air bagD D Yes D No 

Did you immediately go to the hospital D D Yes D No 

If not, when D Name & LocationD 

How were you hitD D Front D Behind D Right Side 

What Doctors have you seen due to this accidentD 

Did you have any imaging studies after the accidentD D Yes D No 

If so, what type of studies (CT, MRI, D-rays, etc)D 

Have you had any prior accidents/ injuries        D Yes D No 

If yes what type and when D 

D Left Side 

PatientSlgnature: ________________________ Date: _______ _
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