Accident/ Injury Report
Date of the accident ____________

Describe the accident in your own words ______________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

On the day of the accident, road conditions were (check all that apply):




[image: image1] clear  cloudy   
[image: image3] foggy   
[image: image4] rainy   
[image: image5] sunny  
[image: image6] dark    
[image: image7]other______________

Where were you in the vehicle?


[image: image8] Driver 
[image: image9] Front passenger  
[image: image10] Middle seat occupant  R/ L  
[image: image11] Rear seat occupant  R/ L

What is the year and make of your vehicle? ____________________
Was it drivable after the accident? Yes/ No

What is the year and make of the other vehicle? ____________________
How fast was it traveling? ________ MPH

Were you wearing a seatbelt?  Yes/ No

Did you hit your head? Yes/No

If yes, on what? __________________________

Did you lose consciousness? Yes/ No

If yes, for how long? _____________

Did emergency services have to help you out of your vehicle? Yes/ No

If so, please describe ______________________________________________________

________________________________________________________________________

Where did you go immediately following the accident? ___________________________

If you went to the hospital, were you taken by ambulance? Yes/ No

Describe how you felt immediately following the accident ________________________

________________________________________________________________________

Did additional symptoms develop? If so, what were they and when did they occur? ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any bruising or visible markings as a result of this accident? Yes/ No

If so, please describe ______________________________________________________

Have you sought care from any other providers (eg: PCP, general physician, ER, etc) for this condition? If so, from where and on what date? ______________________________

________________________________________________________________________________________________________________________________________________

________________________________________                     

                        Name

__________________________________________                      ___________________

                           Signature                                                                          Date
