
Chiropractic Life Center
James C. Brown, D.C.
635 E. Main Street
Hendersonville, TN 37075

Telephone 615-824-8484
Fax 615-826-0669

AUTOMOBILE ACCIDENT HISTORY FORM

Patient: ~------ Date: _

Date and time of the accident: ------------------------
Address of the accident:

Make and model of your vehicle: _

Road condition at time of occurrence: wet __ dry __ ice __ other __

Did the police respond to the accident? yes __ no__

Were you taken to the hospital? yes __ no__ If yes, where? _

Were you transported by ambulance? yes __ no_·_

Did you receive x-rays at the hospital? yes __ no_._
If yes, what parts of your body where x-rayed?

What was the diagnosis at the hospital? _

Did another physician other than at the hospital treat you? yes __ no__
If yes, name of the physician? ---,- _

What was your position inside the vehicle prior to the accident? ~ _

Were you aware of the approaching collision or were you caught by surprise? -------

Were you wearing a seatbelt? yes__ no__

Did you lose consciousness? yes__ no__

Was the vehicle stopped at the time of the impact? yes__ no__
if not, what was the approximate speed of the vehicle? _

------_ .. _-



Patient: Date:----------------------- ----------
Was the driver's foot ori the brake? yes__ no__

If the vehicle was moving, was it slowing down, traveling at a steady speed or gaining speed at
the time of impact?

Were you cut? yes__ no__ Bruised? yes__ no__

What parts of the automobile did any body parts hit? _

What parts of the car were broken during the impact? (windshield, seat, etc.) _

Was the trunk of your body pointed straightforward or were you sitting in a different position at
the time of impact? _

What was the year, make and model of the other vehicle, if any? _

If unknown, what approximate size was the other vehicle? _

Was the other vehicle moving at the moment of impact? yes__ no__
If yes, approximately, how fast? _

Please describe to the best of your knowledge, what happened in this accident:

Please list your major complaints:

Please list any medications you are currently using:



Patient: ______________________________________________ Date: _

Responsible Party:

Name and address of the insurance company: _

Insurance agent's name and phone number: _

Claim number: ----------------------------------------------------------



J. Clifford Brown, D.C. "'"'Brown Chiropractic Clinic
635 E. Main Street, Suite 5
Hendersonville, TN 37075

Office (615) 824-8484 Fax (615) 826-0669

AUTHORIZATION AND ASSIGNMENT

In consideration of your undertaking me as a patient, I agree to do the following:

1. You are authorized to release any information you deem appropriate concerning
my physical condition to any insurance company, attorney or adjuster in order to
process any claim for reimbursement of charges incurred at Brown Chiropractic
Clinic.

2. I authorize the direct payment to you of any sum I now or hereafter owe you by
my attorney out of the proceeds of any settlement of my case, and by any
insurance obligated to make payment to me or you based in whole or in part
upon the charges made for your services.

3. In the event any insurance company obligated by contractual agreement to make
payment to me or to you for the charges made for your services refuses to make
such payment upon demand by you, I hereby assign and transfer to you the
cause of action that exists in my favor against any such company (the name(s) of
which is believed to be correctly stated forth under pertinent data attached) and
authorize you to compromise, settle or otherwise resolve said claim as you see
fit. However, it is understood that until all reasonable efforts to collect the sums
due from the insurance company (or companies) contractually obligated; you
will refrain from attempts and efforts to collect the amounts owed directly from
me. I understand that whatever amounts you do not collect from insurance
proceeds (whether it be all or part of what is due), I personally owe you, and am
responsible for payment.

Printed Name: Date: _
Signature: ..,--- _
Witness: ---'


