WASHINGTON STATE ACUPUNCTURE & CHINESE MEDICINE CENTER
663 S. King St, Seattle WA 98104  Tel (206) 292-9646 Fax (206) 292-9650

MOTOR VEHICLE ACCIDENT FORM EfE#FE#H

Full Name #:44: Today’sDate 5 HHH: /[ [
Date of Accident B HHA:  / /  Time of Accident B :

Location of Accident E5 {5 BE:

Please describe how the accident occurred: &5 #it BE 41 o] &5 4=

Position of Cars ;XA &
Before Impact & B2 5 After Impact f# %1%

Description of Damage & #itFEIEAYIE
Degree of Damage/Estimate ($) {EIZf2E/MEET ($):

HISTORY OF OCCURRENCE &4

1. lwas the: ¥t/2:  OPedestrian {7 A ODriver &]f# OPassenger — Center Front f1 eI
OPassenger — Right Front S FijEE e % OPassenger — Left Rear /&% e %
OPassenger — Center Rear tH{& L IE& OPassenger — Right Rear 5% FE €&

2. What was your point of impact filif# i BAEWEE? OHead-on #[A ORear-End 5 OLeft Front /=R
OLeft Rear /=% ORight Front /5 7ij OORight Rear 5%

3. Did you feel pain immediately following the accident {5595 /% EE &K mE? OYesH ONo 8FH
If you answer no, how long after the accident was it before the pain started?
O30min-1hr  O1-4hours [O4-12 hours [12-24 hours [0  Days
EIREIERA, HIER% 2% AT BGH K m?
030 534 % 1/ O1-4/8\8%  O4-12/88%  O12-24/0F 0O H

4. List any doctors you’ve seen prior to this first visit to our office, their specialty, and any treatments received:

FIARZAT Z A, IREBALLERAE? M ERANEFDER:




5. Road/Weather Conditions: & &/ K &5 DDry$257 chyiﬁ';‘wﬂ’j OWet ;82fy OClear B5EAY

\\\\\

6. Were you aware the accident was going to occur? {/RH17E BEL{EF S8 4E1E?  OYes & OONo &
7. Were you wearing a seatbelt? {REE1 FZ4? OYes#H ONogH

8. Did your airbag deploy? {RE_FAVZA &R ESA /2 AEEZK?  OYes H ONo }8FH

9. Did police arrive at the scene? 2 2<59 5% ZHE ? OYesH ONo&H

10. Was a police report filed? 572 5% H#& ? OYesH ONogH

PERSONAL INJURY {E A\EE
1. Did you go to the Emergency Room or Urgent Care? {9 H E2EE S ESEH? OVYes A ONo J9FH

2. How were you transported to the Emergency Room or Hospital? {3 & Bk g 15 Bl 2 i 2= 5 EE [5E N ?
OAmbulance fEEH OPrivate Transportation #2235 # 1.5 OOther: HAtr:

3. Were you hospitalized {R{afiF#F:fE? OYes# s ONo¢H
If yes, from Date H$f / / to & / /

4. What did the hospital or Doctor recommend? E&[5EEkEE 4= A {7 g2
OSee Family Doctor %%Fg‘i OSee Acupuncturist 8150884 [OSee Neurologist FtHZEF}EE 4=
OSee Orthopedist &5 15 OOver Counter Medication &~ F & 15 €44
OPrescription Medication f@ﬁ;@%j OOther: HAtr:

5. Did you have any X-rays, CT Scans or MRI’s taken? /5,9 A i X O, CT EhSmHa sl 1 L IRimig?
OYes7H [ONo A If yes, what areas 74, AEEAL?

6. How would you describe your current symptoms (check all apply): &g #t Rk H BiiHYEAR?
CEEFrAEA): OPain i ONumbness ik OStiffness (£  COWeakness & 55

7. Describe the quality of your symptoms (check all apply): S5 #U/RAVEEARAY S GEERTA )
OBurning Pain A2ty ODiffuse ¥E5UE ODull/Aching #fiyef OLocalized FEE

ORadiating /51 OSharp 228579 OStabbing ]y OThrobbing #iJ#
OTightness F11 5% OTingling #IYF OOther: EAth:

8. Were you involved in any other motor vehicle accident in the past 3 years? &7 =FNH 4 A H A H1E 2
OYes E [ONo g7 If yes, please explain %7, 51 HH




