ACCIDENT/INJURY QUESTIONNAIRE

If you are here for treatment resulting from an Automobile Accident, please answer all applicable sections on this form.  If you do not have all the required information with you now, complete as much as possible and complete the remaining sections before your next visit.  This information is essential for the proper handling of your case.

TODAY”S DATE__________________

___________________________________                       SS#_________________  DOB_____________

NAME

___________________________________                       Telephone:  Home_______________________

Mailing Address                                                                                      Work________________________

___________________________________                                           Cell Phone____________________

City                             ST                     ZIP

I WAS (check one)  FORMCHECKBOX 
The Driver    FORMCHECKBOX 
Passenger      FORMCHECKBOX 
Pedestrian     FORMCHECKBOX 
Bicyclist  in an accident which occurred:

On _____/_____/_________ at _______ AM   PM  at __________________in/near____________________

                 Date                             Time of Day             Street/Highway                        City, State

I (check one)

 FORMCHECKBOX 
 was struck by a vehicle        FORMCHECKBOX 
struck a vehicle        FORMCHECKBOX 
struck an object     FORMCHECKBOX 
other____________________

I became aware of being injured (check one)

 FORMCHECKBOX 
 immediately       FORMCHECKBOX 
hours later        FORMCHECKBOX 
days later         FORMCHECKBOX 
other

I (check one)

 FORMCHECKBOX 
did not go to the hospital     FORMCHECKBOX 
went to the hospital by  FORMCHECKBOX 
car    FORMCHECKBOX 
ambulance

I (check one)

 FORMCHECKBOX 
have not seen any other doctors for my injuries   FORMCHECKBOX 
have seen other doctors:_____________________

                                                                                                                             _____________________

                                                                                                                                 Names

Dr.______________recommended _______________________________________________________

                                                                                  Type of treatment

Dr.______________recommended_______________________________________________________

                                                                                  Type of treatment

Has this accident been reported to the police?  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No   Which police department?______________

If yes, did police come to the scene of the accident?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, did they cite anyone with a traffic violation?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No  

If yes, whom?   FORMCHECKBOX 
the other driver     FORMCHECKBOX 
myself      FORMCHECKBOX 
my driver

Have you retained the services of an attorney?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No 

Attorney Name_______________________________________Phone___________________

Address____________________________________________City______________ST_____ZIP___________

Our staff appreciates you taking the time to gather this vital information. Please be assured we will do everything possible to assist you and make every effort to secure coverage that will help you.

NAME OF PERSON THAT HIT YOU________________________________________________________
INSURED PERSON FOR THAT VEHICLE_____________________________________________________
HIS/HER   ADDRESS_______________________________________________________________________
                                    ________________________________________________________________________
HIS/HER INSURANCE COMPANY__________________________________________________________
        INSURANCE ADDRESS________________________________________________________________
                                                    ________________________________________________________________
        PHONE #_____________________________________________________________________________
POLICY #___________________________________________________

CLAIM #___________________________________________________

NAME OF ADJUSTOR FOR THIS CLAIM______________________________________________________    

Have you reported the accident to above insurance company?________

If yes, please tell us when and to whom you spoke to___________Date____________________Name

FOR THE VEHICLE YOU WERE IN:   NAME OF INSURED PERSON__________________________
                                                                     ADDRESS_____________________________________________
                                                                      PHONE#______________________________________________
  VEHICLE  OWNERS INSURANCE_________________________________________________________
                    INSURANCE ADDRESS__________________________________________________________
                                                               __________________________________________________________
                    PHONE #_______________________________________________________________________
POLICY #__________________________________________________
CLAIM#______________________NAME OF ADJUSTOR FOR THIS CLAIM________________________
MEDICAL PAYMENT COVERAGE ______Y   ______N   _$__________LIMIT of COVERAGE  

IF YOU HAVE COVERAGE ON YOUR OWN VEHICLE FOR MEDICAL PAYMENTS:
INSURANCE COMPANY NAME_____________________________________________________________
                                      ADDRESS_____________________________________________________________
                                                        _____________________________________________________________
PHONE#________________________

HAVE YOU REPORTED THIS TO YOUR INSURANCE COMPANY?__________

DATE: ____________

PERSON YOU TALKED  TO:_____________________________

IF POSSIBLE YOU NEED TO GET A COPY OF THE POLICE REPORT AND BRING TO OFFICE FOR COPYING

Your Health Insurance Company:_____________________Policy #______________ID#________________
(Please give your card to secretary so that she can copy it for our file)

Please list any other details that you think might be helpful in your case:___________________________

_______________________________________________________________________________________







