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Accident Report

Name:___________________________

Address:_________________________

            __________________________

City/State/ZIP_____________________

Phone:______________Age:_________

Date of this Report:_________________

Date of Accident:___________________
      

   Time:____________am/pm

Location:________________________________________________________________

Did you report the accident?
YES / NO
If YES, to whom?_______________
If Auto accident, were you:

Driver_____________






Passenger__________






Pedestrian__________

Were you struck from:

Behind_____________






Front______________






Left_______________






Right______________






Car was parked______

Did your car strike other vehicles?  


YES / NO

Did other vehicles strike your car?  


YES / NO

As a result of the accident, were you ticketed?
YES / NO




Were the other drivers?
YES / NO

Was an ambulance called?



YES / NO

If YES, where were you taken?______________________________________________
Did you require hospitalization?  


YES / NO

Were X-rays taken?  
YES / NO
If YES, where?_____________________________
Please describe ANY and ALL symptoms you have noticed since the accident?
________________________________________________________________________________________________________________________________________________

Have you lost any days from work?
YES / NO
If YES, how many?______________

Company responsible for payment:___________________________________________

Claim Info:

Do you have an attorney?
YES / NO
If YES, who?________________________

Attorney info:

