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Do you wish to add any further comments? (attach a second page if required)

SIGNATURE DATE

Did your child experience any of the following symptoms after his motor vehicle accident?

Symptom Describe frequency, severity and how long symptoms lasted

CLAIM NUMBER

CHILD’S NAME

EMPLOYEE NAME EMPLOYEE NUMBER

Loss of consciousness

Amnesia

Headaches

Dizziness

Blurred vision

Excessive fatigue

Memory problems

Concentration problems

Judgment problems

Social relationship problems

Behavioural problems

Academic performance problems
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