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Auto Injury Questionnaire 
Name________________________________________ Date_______________________DOB_____________________   

Your Auto Ins. Co.___________________ Name on policy (if other than yourself)_______________________________ 

At-Fault Auto Insurance Co__________________Claim #___________________PH #____________Fax #___________ 

Attorney Information 

Name_________________________________________________   Phone #____________________________ 

Address______________________________________________   City________________________________   

State________   Zip________________ 

Nature of Accident 

Date of Accident_____________________________   Time of Day_______________________ 

Were you:    Driver    /    Passenger     /     Back Seat Driver Side     /     Back Seat Passenger Side 

Number of people in vehicle:_______   Were you wearing seat belt?      Yes      /      No 

Were You Struck From:      Behind      /      Front      /      Driver Side      /      Passenger Side 

Speed of Your Car________mph      Other car_________mph 

Were you knocked unconscious?  Yes    /    No    If Yes, How Long____Were the Police Notified?  Yes    /    No 

Kind of car you were driving:   Model_____________   Make_______________   Year________ 

How much damage to your car $______________________________ 

In your own words, please describe the accident: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________ 

Did you have any physical complaints BEFORE THE ACCIDENT?      Yes      /      No 

If yes, please describe: _______________________________________________________________________ 

Please describe how you felt:  During the accident_________________________________________________ 

Immediately after the accident_________________________________________________________________ 

Later that day______________________________________________________________________________ 

Where were you taken after the accident?________________________________________________________ 

What type of treatment did you receive?_________________________________________________________ 

What other Dr’s have treated you since the accident?_______________________________________________ 

Since the accident, your symptoms are:   Improving      /      Getting Worse      /      Same 

Have you lost time from work as a result of this accident?      Yes      /      No 

If yes, explain______________________________________________________________________________ 

Have you noticed any activity restrictions as a result of this accident?      Yes      /      No 

If yes, explain______________________________________________________________________________ 










