
BROWN, TARLOW, BRIDGES & PALMER, PC 

This form is subject to attorney-client privilege and work product 

Personal Injury Questionnaire 

Name: _________ _ DOB: ___ _ Today's Date: _____ _ 

Height: ____ _ Weight: ___ _ Handedness: _ Right Left 

SSN: ______ _

Do you receive Medicare or Medicaid benefits? _Yes _No If yes, which? _Medicare _Medicaid 

Accident Date: Time: ____ am / pm 

lnlury Detail 

Were you the: _ Driver _ Passenger Pedestrian 

If Driver, were your hands on the steering wheel? _ Right Left Both 

If Passenger, were you in the: _ Front seat _ Right rear seat _ Left rear seat 

Seat belt worn at time of impact: _ Yes _ No Was seat belt: _ 3-polnt _ Lap only 

Does your vehicle have head rests? _Yes _No Location: _Head _Neck _Below neck 

Were you aware that the accident was going to happen? _Yes _No 

Did you brace for impact? _Yes _No ... if yes: _braced w/hands _braced w/feet 

At the time of impact were you: _looking straight _looking to right _looking to left 

_looking down _looking up 

Did your vehicle strike the other vehicle?: _Yes _No OR were you struck by them? _Yes _No 

Did airbags deploy on impact? _Yes _No 

Was the impact from: _right center _right rear _left rear _right side 

_front right _right front _left front _left side 

Was your vehicle in: _park _neutral _in gear _moving _stopped 

Did the vehicle go into a spin or roll as a result of the impact? _Yes _No 

Were you shoved: _forward _backward _sideways 

Did any other part of your body hit the interior of the vehicle? _Yes _No 

front center 










