


    ACCIDENT REPORT

Name___________________________________ Date of Accident____________________________
Time of Accident___:_____(a.m. / p.m.)           Where You:  a) Driver    b) Passenger (rear)  d) Pedestrian





                          c) Passenger (front)   
Location: ___________________________________
Were you wearing a seatbelts:   Yes / No

Did Airbag Deploy  Yes  No  
Were you hit by the air bag cover or bag    location_______________________________________
How accident occurred:   a) struck by another vehicle    b) struck another vehicle   



             c) struck a stationary object    d) other  e) result of a Fall
If accident was a result of a fall was the surface  a) wet   b) uneven   c) slippery  d) dry  e) hole 
Where your vehicle hit was:   a) front   b) rear   c) right side   d) left side

Your approximate speed: _______mph  

Any  vehicles towed away      Yes   No
Were you: (circle as many as apply)   a) shaken   b) disoriented

Did you receive medical attention at the scene of the accident?   Yes /   No  

Did you go to the hospital?    Yes    No   

Have you been to any other doctors for care______________________________________________
Have self medicated with over the counter pain medication   Yes

No
Are you on and prescription pain medication______________________________________________
Did you have any physical complaints before the accident?   Yes   No

___________________________________________________________________________________

In your own words describe accident? ____________________________________________________

___________________________________________________________________________________

How did you feel immediately after the accident? ___________________________________________

___________________________________________________________________________________

How do you feel today?   a) same   b) worse   c) better

What type of vehicle were you in? _______________________________________________________

What other type of vehicle hit you or was involved? ________________________________________

___________________________________________________________________________________

Did the Vehicle have Auto Insurance at the time of the accident

Yes
No

DO you have medical pay included with your auto insurance?

Yes
No
What is the policy holders name_________________________________  Birthday___________

Name of the Auto Insurance company (vehicle you were in)_____________________________
Your Policy Number ___________________________  Claim Number ____________________
Other parties name____________________________________________

Other parties Insurance company________________________________  

Policy Number___________________

Do you have a claim Number_____________________________Adjuster _________________
