PATIENT’S REPORT OF ACCIDENT

Name: Date:

Location of Accident: City:

Date of Accident: Time:

Your Vehicle Type:

CICar [OVan OTruck CI1suv CIBus
Other Vehicle Type:

COCar [IVan CTruck asuv [1Bus
Approx. speed of your car: : Other Car:

Were you: CJDRIVER / [JPASSENGER

If passenger: (JRIGHT FRONT / CIRIGHT REAR / (DJLEFT REAR

Were you wearing seatbelt : LIYES / LINO

Were you struck from: (JFRONT / CJBEHIND / (JRIGHT / CJLEFT

Visible Vehicle Damage: CINONE / CISLIGHT / (JMODERATE / CITOTALED
Did you hit any body parts w interior of car: [LIYES/[INO

If YES please explain:

Lose Consciousness: LIYES / (INO
Did Airbags Deploy: LIYES / (INO

What direction were you looking: CISTRAIGHT / CILEFT / [JRIGHT / LIUNKNOWN

How did the Accident occur:

Why was vehicle slowed or stopped:
(O Traffic Signal [OParking [IPedestrian

[CIStop sign CTraffic [JBusy intersection



Were You:
[(OTotally un-aware that the accident was impending?
[0 Aware the accident was impending?

[JAware the accident was impending and braced for it?

Conditions at time of accident:

[(ODay CONight [(ODawn [ODusk
(IDry COWet [C1Snow C-overed [Jlce Covered
Visibility:

[1Excellent C0Good OFair [1Poor

Compromised by:
[IBrightness CIDarkness [JRain [OSnow

[OFog O Traffic

When did you notice your injuries: (JIMMEDIATELY / [ILATER

If immediate, did you feel:

C1Dizzy [CIDisorientated [IWeak [INauseated
If LATER please explain:

Did your major complaints exist before the accident? [IYes/ [INo

Were Police on scene: LJYES / [INO Was an Accident Report Filed: [JYES / [INO
Were you hospitalized: CIYES / (INO If YES how long:

Location of Hospital:

Did you take an ambulance from scene: [1YES / [INO
Have you received any other treatment for this injury: JYES / CINO

If YES from whom:

Were you out of work because of this injury: CJYES / LINO How long:

Have you returned to work: L1YES /[INO

Since the Accident do you feel: (JBETTER / JWORSE / LISAME



