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MOTOR VEHICLE
ACCIDENT HISTORY
Today’s date: ___________________________  Date of Accident: ____________________________
Full Name: ________________________________________________________________________
Mailing Address: ____________________________________________________________________





Street Address            
__________________________________________________________________________________
City               



 Province                         


               Postal Code           

Home Phone: __________________ Wk Phone:__________________ Cell Phone: _______________

Birth:  ____________________________________________________________________________
Care Card ( PHN) #:  ________________________________________________________________
Type of claim:                     ICBC Claim (Claim # ________________________________________)



                             Other Claim   (_______________________________________________)

Claim Centre Address: _______________________________________________________________




                                  Street Address 

__________________________________________________________________________________

City 

  


               Province 


                                                   Postal Code 

Claim Center Phone # ________________________________ Fax #: __________________________

Adjuster’s Name: __________________________________________________________________
Adjuster’s Direct Phone Line #:________________________  Fax #: __________________________
Lawyer’s Name: ___________________________________________________________________

Mailing Address: ____________________________________________________________________





                                 Street Address            
__________________________________________________________________________________

City               
                                                                 Province                    
                                                    Postal Code           

Lawyer’s Phone #:______________________________________Fax #: _______________________

Medical Dr’s Name: ________________________________________________________________

Dr. Address: _______________________________________________________________________







Street Address
__________________________________________________________________________________

City 





Province 



                                    Postal Code

Date of Last Appointment: __________________________________________________

Name:___________________________
Accident Scene

Please describe how the injury/ies happened to the best of your ability

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________

Symptoms 
How did you feel right after the impact/injury? ___________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How do you feel today? Please compile a complete list including all of your symptoms/complaints: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Your primary concerns and expectations on recovery are: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

On the line provided, please mark where your pain level is today
0               2                  3               4               5                 6                7                8                  9              10   No Pain 










   Most Pain
Name: ______________________________
Symptoms  ( cont’d)

Please mark,  on the following drawing,  the areas where you feel pain.  

Put an ‘E’  if it is external, or an  ‘I’ if it is internal, near the area which you marked.
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Are there any areas of numbness?
   Yes _____ No _____ Where? ____________________________________

Are there any areas of tingling?        Yes _____ No _____ Where? ____________________________________

Has this symptom pattern ever occurred before?     Yes ____ No ____ Where? __________________________

What makes your symptoms worse?_____________________________________________________________  

__________________________________________________________________________________________

 What makes your symptoms better? ____________________________________________________________

__________________________________________________________________________________________
Injury Mechanics 
Please give good detail on your position in the vehicle: 

(ie: feet on floor, sitting straight,  hands on wheel, looking forward, etc.)

Before During impact / injury:  ________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

After impact / injury: ________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________  

In this MVA were you the:                    0 the driver
                   0 the passenger
                0 a  pedestrian

Was this collision:                                  0 mild 

      0 moderate 


   0 severe

In this collision were you struck from:  0 front 
 0 back 
      0 right side 

                0 left side 

Were you: 


        0 stopped 

      0 travelling


   0 _____km/hr

Did your vehicle contact anything: _____________________________________________________________

Estimated damage to your vehicle: _____________________________________________________________

Type of seat belt:              0 shoulder/lap            0 lap            Was seat belt on at time of impact:     0 Yes     0 No 

Did you require hospitalization:       0 Yes        0 No                            (If yes, describe ie.   X-rays, stitches, etc.) 

__________________________________________________________________________________________

__________________________________________________________________________________________
Name_______________________________
                         THE BOURNMOUTH QUESTIONAIRE
The following scales have been designed to find out about your pain and how it is affecting you.  Please answer 

ALL the scales by circling ONE number on EACH scale that best describes how you feel.

1. Over the past week, on average, how would you rate your pain? 

0                 2                   3                 4                  5                  6                  7                  8                   9              10

No Pain 









           Worst pain possible  

2. Over the past week, how much has your pain interfered with your daily activities (housework, washing, 
        dressing, walking, climbing stairs, getting in/out of bed/chair) ?

0                 2                   3                 4                  5                  6                  7                  8                   9               10

Interference 








                    Interfered a lot 

3. Over the past week, how much has your pain interfered with your ability to take part in recreational, social 

      and family activities?

0                 2                   3                 4                  5                  6                  7                  8                   9               10

Interference 








                    Interfered a lot 

4.   Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been 

      feeling?
0                 2                   3                 4                  5                  6                  7                  8                   9               10

No anxiousness 









          Very anxious 

4. Over the past week, how depressed (down-in-the-dumps, sad, low spirits, pessimistic, unhappy) have you been 
feeling? 
0                 2                   3                 4                  5                  6                  7                  8                   9               10

No depression 









       Very Depressed 

5. Over the past week, how have you felt your work (both inside and outside the home) has affected (or would affect)

       your pain? 

0                 2                   3                 4                  5                  6                  7                  8                   9                 10

No Affect 










           Affected a lot 

6. Over the past week, how much have you been able to control (reduce/help) your pain on your own? 

0                 2                   3                 4                  5                  6                  7                  8                   9                10

Total Control 









       No control at all 
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