
 

 
 

Patient Description of Automobile Accident 
 

Patient Name:______________________________________   Date:________________ 
 
Explain in your own words exactly how this accident occurred; what you felt as it 
happened, and how you have felt since.  It is important that you describe all activities 
related to this accident including any emergency help such as paramedics, police, 
bystanders, etc., that may have assisted.  Please use details and be specific, as no fact is 
too small to mention. 

 



 

 

  
 

  
Automobile Accident History 

7oday¶s Date: _______________ 
Patient Name: _______________________________Date of %irth:__________________  
Date of $ccident: ____________________7ime $ccident 2ccurred: _____$0�P0 
:ere you taNen to the hospital" <es � No :hich 2ne" __________________________  
:ere you reTuired to stay in the hospital as a patient" <es � No 
:hat is the name of the doctor that treated you after the accident" ___________________  
If you were seen in a hospital�clinic, were x�rays taNen at that time" <es � No 
If <E6, what ;�rays were taNen" +ead 6houlders NecN %acN $rm�s� /eg�s� Pelvis )eet +and�s� 
 
7he following Tuestions pertain to you, the patient, and the vehicle you were in: 
� :hat type of accident was this" Please circle one below: 
+ead�on �hood to hood� � +it in rear � 6ide 6wiped �changing lanes, side to side of 
cars� � 7�%oned �hood impacted side of car� 
� :here were you seated in the vehicle"______________________________________ 
� :as the trunN of your body pointed straightforward at the time of impact" _________ 
� If no, which direction was it turned, and how much"___________________________ 
� :as your head pointed straightforward at the time of impact" ___________________ 
� If no, which direction was it turned, and how much"___________________________ 
� :hat were you doing at the time of impact" _________________________________ 
� :ere you aware of the approaching collision prior to impact or did it catch you by 
surprise" _____________________________________________________________ 
� Did you lose consciousness" <es � No 
� If yes for approximately how long" ______________ 
� :as anyone else in your car inMured in the accident"___________________________ 
� +ow far is the top of the headrest or the car from the top of your head" 
$pproximately__________ inches above or below �circle one� 
� :ere you wearing a seatbelt" <es � No 7ype: /ap � 6houlder�/ap 
� :ere airbags engaged" <es � No 
� :hat is the <ear_________, 0aNe_________, 0odel_________ of the car you were in" 
� :as your car stopped at the time of impact" <es � No 
� :as the driver¶s foot on the braNe" <es � No 
� If the car you were in was moving, estimate the speed of the vehicle at the time of the 
accident:____________________ 

• :as the car: �&ircle 2ne� 6lowing down � *aining speed  � 6teady rate 
 
Patient Name: _____________________________ 
 
� Describe what happened to the following body parts at the time of impact: 
�. +ead ______________________________________________________ 



 

 

�. NecN______________________________________�right or left� 
�. &hest _____________________________________________________ 
�. 6houlder___________________________________�right or left� 
�. $rm_______________________________________�right or left� 
�. 8pper %acN__________________________�right, middle, or left� 
�. /ower %acN__________________________�right, middle, or left� 
�. +ip________________________________________�right or left� 
�. /eg_______________________________________�right or left� 
��. 2ther _____________________________________________________ 
 
� :hat type of clothing were you wearing at the time of the accident" �Indicate type of   
  material�________________________________________________________ 
� :ere the vehicle seats leather or cloth" _____________________________________ 
� :hat is the cost of damage to the vehicle you were in" _________________________ 

• :hich of the following car parts broNe during the accident":  
 �. :indshield ____________ 
 �. 6ide :indow �right or left� �front or bacN�  
 �. 6teering :heel__________ 
 �. 6eats �right or left� �front or bacN� 
 �. Doors �right or left� �front or bacN� 
 �. %umpers �front or bacN� 
 �. 2ther ______________________________________________________  
 �. None 

• :ere you on the Mob at the time of inMury" <es � No  

• :as a report filed with your employer" <es � No 

• :ere you unable to worN�attend school due to inMuries sustained" <es � No  

• If yes, )rom:________ 7o: ___________ 

• +ave you retained an attorney" If yes, +is�+er name_____________________ 
 
7he following Tuestions pertain to the other vehicle involved in the accident: 
� :hat is the <ear__________, 0aNe__________, 0odel_________ of the other car" 
� :as the other car moving at the time of impact" <es � No 
� Estimate the speed of the other vehicle: _____________________________________ 
� :as the other driver or any passengers inMured in this accident" <es � No 8nNnown 



 

 

 
 
 
 

 
Automobile Accident ,nsurDnce ,nIormDtion 

 
Patient Name: __________________________________          7oday¶s Date: ____________ 
$ddress: ____________________________________________________________________ 
&ity�6tate�=ip:_______________________________________________________________ 
 
&2//,6,21 '(7A,/6� 
Date of accident:  _____________   $t )ault: Patient � 2ther Party 
Description of crash:____________________________________________________________ 
_____________________________________________________________________________ 
Police Dept who came on scene: ___________________________________________________    
7icNet Issued: <es � No  7o :hom: Patient � 2ther Driver 
 
,1685A1&( ,1)250A7,21� 
 
Patient or Driver of 9ehicle $uto Insurance &ompany: _________________________________ 
Name of Insured �if different from the patient�:  ______________________________________ 
&laim �: _________________________________  
$dMuster Name: _____________________________ Phone ��Ext:________________________ 
)ax �: ________________________________________________________________________ 
&laims $ddress:  _______________________________________________________________ 
0ed Pay or PIP &overage on Policy: <es � No         &overage Dollar $mount: �__________  
8ninsured 0otorist &overage on your Policy: <es � No 
+ave you accepted any settlement: <es � No 
+as either insurance contacted you regarding settling your claim: <es � No :hom: ___________ 
 
$t )ault $uto Insurance &ompany:  ________________________________________________ 
Name of 2ther Driver: __________________________________________________________ 
&laim �: __________________________________ 
$dMuster Name: _____________________________ Phone ��Ext:________________________ 
)ax �: ________________________________________________________________________ 
&laims $ddress:  _______________________________________________________________ 
 
Attorney ,nIormDtion� 
$ttorney Name: _______________________________________ Phone: ___________________ 
$ddress: ______________________________________________________________________ 
 

• 0ed 3Dy or 3,3 &oYerDJe is SrimDry reJDrdless oI ZKo is Dt IDult�  

• <ou Dre resSonsible Ior obtDininJ tKe clDim numbers Dnd siJninJ necessDry Iorms to Jet 
your clDim Srocessed� 



 

 

� ([DmSles oI Iorms� AssiJnment oI %eneIits� 0ed 3Dy AutKori]Dtion /etter� 0edicDl 
5ecords 5eTuest �uSdDte tKe dDte on tKe releDse Ior tKe dDte oI tKe Duto Dccident� 


