AUTO ACCIDENT

Patient Name_______________________________________________________________  Date ___________________________
Date of Accident_____________________________________________________________ Time____________________ am/pm

YOUR INSURANCE INFORMATION
Company_____________________________________________ Policy #______________________________________________

Company Address_____________________________ City _______________________State _______ Zipcode _______________
Your Agent’s Name______________________________________   Agent’s Phone #____________________________________
Adjuster’s Name_________________________________________ Adjuster’s Phone # __________________________________

Claim #____________________________________________________________________________________________________

Do you have Medical Payments Coverage (Med Pay) on your policy? ______  YES  ______ NO

If  YES, what is your policy limit? ______________________________________________________________________________ 

OTHER DRIVER’S INFORMATION
Name______________________________________________   Policy #________________________________________________
Their Insurance Company_____________________________________________________________________________________ Company Address____________________________________City____________________ State________  Zipcode___________
Adjuster’s Name_____________________________________ Adjuster’s Phone#_______________________________________
Your Attorney’s Name___________________________________________ Phone #_____________________________________
Attorney’s Address________________________________City________________________ State_______ Zipcode_____________
Were there any witnesses?   ___yes  ___no

Were the police notified?     ___yes  ___no
Were you the  ______Driver      ______Front seat passenger      ______Back seat passenger      ______ Pedestrian


Number of people in:  your vehicle______  other vehicle______
Location of Accident:

What direction were you headed?_____________________

Were you struck from?     _______ Behind         _______ Front        _______ Left side         _______ Right side
In your own words, please describe the accident:
Were you knocked unconscious?     _____yes   _____no
If yes, for how long? _______________________________________
Did you require hospitalization?      _____yes   _____no
If yes, which hospital? ______________________________________
How did you feel DURING the accident: __________________________________________

How did you feel IMMEDIATELY after: __________________________________________

How did you feel the NEXT DAY: ________________________________________________

Have you noticed any restrictions in your activities as a result of this injury? ____yes  ____no

If yes, please describe:

Have you had any previous illness or injury which may relate to this problem? ___yes ___no

If yes, please describe:

Have you been injured in an auto accident before? ____yes  ____no

If so, when? ___________________________________________________________________

Have you lost any work time due to this accident? ____yes  ____no

If yes, how long? _______________________________________________________________

Have you returned to work? ____yes  ____no

The information I have provided is correct and complete to the best of my knowledge.

Patient’s signature _________________________________________________  Date__________________________

       Legal Guardian’s Signature if patient is a minor

