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Accident History 

Name: ___________ Age: ___ Date of Birth': __________ _ 
omale o female 

�te of Accident: _ _ _ ___ . Hour: □Amo Pm 

Loc.rtlon: ________________________________ _ 

ACCIDENT HISTORY o Auto Injury □ Worl< Injury o Other injury 

Please descnl>e the accident In detail: 

(Example: �hich direction were you heading and what road were you on?) 

What kind of car were you in? __________________ (year, make. model) 

What kind of car hit you? (year, make, model) 

What ts the property damage to your vehicle? □ Miki a Moderate o Severe 

If you have had an estimate or your car repaired how much was it? 

Were there any other passengers ill the vehlde? If so who: _______________ _ 

Did anyone witness the accident? o Yes o no 

Oid you report the Injury to your employer? oYes o no 

Were you: □ Driver o Passenger o Front seat o Back seat c; Pedestrian 

Were you struck from: CJ Behind o Front o Left side o Right side o Vehicle Stopped 

Old you see·the accident .coming? ::i yes o no 

What direction were you headed: ____________________ _ 

Name of street you were on: ______________________ _ 

Did your vehicle strike another vehicle 7 o Yes □ no 

Did their vehicle strike your vehicle? □ yes o no 

�id the driver'of your vehicle get a ticket o yes c no 

Did the driver of the other vehicle? o yes □ no 

Were yoii wearing your seat �it? o yes o no 

What position was your headrest at the time of impact? o high CJ medium o lower 
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