AUTOMOBILE ACCIDENT QUESTIONNAIRE
Name __________________________________  Social Security # ____________________________
Date of Accident _______________ Time of Accident _________________
Your insurance company ____________________________________ Policy # __________________
Other driver’s insurance company _____________________________ Policy # __________________
Who was at fault (who received a ticket)?  You (
Other driver (
Name of insurance adjustor __________________________________ Phone number _____________
Claim number ____________________________ Have you retained an attorney? Yes (
No (
If so, name and phone number _________________________________________________________
ACCIDENT DETAILS
Describe in detail how your accident happened _____________________________________________________________

__________________________________________________________________________________________________
You were heading

 North(
South (

East (

West (
Other vehicle was heading
 North(
South (

East (

West (
Were police notified?

Yes (
No (

Did you strike your head?
Yes (
No (
Were you knocked unconscious? Yes (
No (
For how long? _____________
How fast ere you traveling? _____________________
How fast was the other vehicle traveling? _________________
You were struck from
 Behind   (
Front (

Left (

Right (
You were

Driver (
Passenger (
Front seat (
Back seat (
Were you wearing your seat belt? Yes (
No (
Did you feel pain immediately after the accident?
Yes (
No (
Where? __________________________
Did you require post accident hospitalization?
 Yes (
No (
If so, where were you taken? _______________________
What treatment was given? Yes (
No (  Describe __________________________________________________________
Was any other doctor consulted after the accident? Yes (
No (
If so, what was the doctor’s name? _________________________________________________________
Are your work activities restricted as a result of this accident?
 Yes (
No (
