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AUTOMOBILE ACCIDENT INJURY QUESTIONNAIRE

Last name: ________________________First: ____________________  MI: ___

___Male ___Female   SSN: __________________  Birth date: ___/___/___   Age: _____

Please provide the receptionist with the following items so copies can be made:

1. Your auto insurance card

2. The accident report

3. Your health insurance card

4. Your attorney’s business card (if applicable)

5. Any adverse (responsible) party’s insurance company information

------------------------------------------------------------------------------------------------------------

Fill out all you can, if unsure leave blank.
YOUR AUTO INSURANCE INFORMATION:  

Name of your auto insurance company: _______________________________________

Address of your auto insurance company: ______________________________________ Phone # on your auto ins. card: (______) _______-______  Agent’s name: ___________

Your auto policy #: _______________________________________________________ 

Claim #_________________________________________________________________

Make/model/year of your vehicle: ____________________________________________

Do you have MEDPAY? _____Yes _____No _____I do not know

------------------------------------------------------------------------------------------------------------

YOUR HEALTH INSURANCE INFORMATION:

Do you have personal health insurance? ____Yes  ____No

Name of your health insurance company: ______________________________________

Phone: (_______) __________________  Policy #: ______________________________

Who is the primary insured?___Self ___other, your relation to the insured:____________

Primary insured’s date of birth: ___/___/___ and their occupation: __________________

------------------------------------------------------------------------------------------------------------

ATTORNEY INFORMATION:

Have you retained at attorney? ___Yes ___No ___Considering ___Will settle on my own    

Attorney’s name: _______________________ Attorney’s phone: (_____) ____________

Attorney’s address: _______________________________________________________

------------------------------------------------------------------------------------------------------------

ADVERSE PARTY INFORMATION:

Name of person at fault: ___________________________ Their phone: (____) _______

Address of person at fault: __________________________________________________

Name of this party’s auto insurance company: __________________________________

Address of this party’s auto insurance company: ________________________________

Phone (_____)__________________________

At fault person’s auto policy #: ______________________________________________

Claim #_________________________________________________________________

Make/model/year of vehicle that impacted you:__________________________________

------------------------------------------------------------------------------------------------------------
ACCIDENT INFORMATION:

Accident date___________________________  Time of Accident_____:______ am   pm

Were you in your own vehicle at time of impact?  _____Yes  _____No  

If yes, where were you seated?___Driver ___Front seat passenger___Back seat passenger

Were you driving a vehicle other than your own at the time of impact? ___Yes  ___No

If yes, name and phone of vehicle’s owner: ____________________________________

Were there additional passengers in your vehicle? _____No ____Yes, how many_______

Were you wearing a seatbelt?  ____Yes _____No

Were you struck: ___From behind  ___From  front  ____On left side  ___On right side

Approximate speed of your vehicle________mph         Other vehicle__________mph

Were you knocked unconscious? _____Yes  _____No      If yes, how long? ___________

Were you admitted to a hospital?  _____Yes  _____No

Name of facility you were taken to__________________________________________

Type of treatment received__________________________________________________

Have you been treated by another doctor since the accident?  _____Yes  _____No

Doctor’s Name____________________________  Phone (____)_____-____________

Were there any witnesses? ____Yes   ____No

Witness name: ______________________  Witness phone: (______) _______________

------------------------------------------------------------------------------------------------------------

INJURY INFORMATION:

Did you have any physical complaints BEFORE the accident? _____Yes ______No

If yes, please describe____________________________________________________

Please describe your physical condition and how you felt:

DURING the accident____________________________________________________

IMMEDIATELY AFTER the accident_______________________________________

LATER that day_________________________________________________________

The NEXT day__________________________________________________________

What are your PRESENT complaints and symptoms?____________________________

_______________________________________________________________________

Since this injury occurred, are your symptoms: ___Improving  ____Worse ___Same

Do you notice any activity restrictions as a result of this accident? ___Yes ___No

If yes, describe in detail____________________________________________________

_______________________________________________________________________

Have you lost time from work as a result of this accident? ___Yes ___No

If yes,  unable to work from ____/____/____ to ____/____/____

Type of employment ________________  Part-Time_____ Full Time______

Are you being compensated for time lost from work? ___Yes ___No

Other pertinent information regarding your accident______________________________

________________________________________________________________________

By signing below I certify that all the information I have provided is true and complete

Signature_______________________________________   Date ___________________
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