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Auto Accident Questionnaire 
 

Personal Information 

Name: _____________________________ Today’s Date: ____________________________________ 

Phone: _______________________________ SS#: _____________________________________________ 

Insurance Information 

Auto Insurance Company: _______________________ Claim#: __________________________________ 

Adjustor/Rep and phone number: 
_____________________________________________________________________________________________ 

Name on Policy: ____________________________________________________________________________ 

Party at Fault: (Please Circle) Self or Other/Name: ________________________________________________ 

Address: ____________________________________________________________________________________ 

City: _____________________________ State: ___________ Zip: _______________________________ 

 

Your Attorney’s Information (if applicable) 

Name: ____________________________________  Phone: ___________________________________ 

Address: ____________________________________________________________________________________ 

City: __________________________________ State: _________ Zip: ________________________ 

Accident Description 

Date of the accident: ______________________  Time of accident: _________________ am / pm 

Who else have you received care from as a result of this accident: 
_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

What problems/complaints have occurred due to this accident: 
_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Is there anything else you think the doctor should know: 
_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________  
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Please Answer the Following Regarding Your Details in the Accident: 

Approximate Vehicle Speed: ______mph 

Your Role      Your Vehicle       Vehicle Struck    Air Bags         Struck During Impact          Moment of Impact 
I 

 

 

 
 
Travel Direction          Collision Location         Patient Conscious       Medical Attention        Patient Went To 

 

 

 

Were You Wearing a Seat Belt During the Accident? (Please Circle) Yes or No, Shoulder Belt or Lap Belt 

 

Please Answer the Following Regarding the Other Parties Details in the Accident: 

Approximate Vehicle Speed: ______mph 

Other Vehicle Description                Other Vehicle Direction 

 

 

 

Please Answer the Following Regarding the Details of the Accident Itself: 

Road Conditions        Time of Day                         Street the Accident Happened On: 

                ___________________________________________________ 

               State the Accident Happened In: 

               ___________________________________________________ 

 

Name: _______________________________________________________     Date: ______________________ 


