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@ AUTO ACCIDENT INFORMATION

Name Date of Accident

My vehicle was a: OCompact OOMid-Size OFull Size CJSUV/ Van O Truck OOther

The Other Vehicle was a: OCompact OMid-Size OFull Size SUV/ Van O Truck CJOther

My Vehicle was Struck: O Front ORear ORightSide OLeftSide ORight Front Corner O Left Front Corner
ORight Back Corner OLeft Back Corner (JOther

My positions: ODriver = OFrontPassenger ~ OJRear Passenger ~ OJLeftRear ~ ORight Rear =~ OMiddle Rear
Other People in the Car: OYes ONo If yes how many

Was your seat belt on at the time of impact? 0 Yes OLap Only OLap & Shoulder No OUnknown
Were the others wearing seat belts? OYes ONo OUnknown

Did your Air Bag Deploy? OYes ONo OUnknown Side AirBags O Yes [No OUnknown
Were you aware that there was going to be an accident? OyYes 0ONo

Did you have time to brace before the accident? OvYes ONo
If yes what did you do?

Did the back of the seat break during the accident? OYes 0ONo OUnknown
What was your head position at the time of impact? O Straight OLeft [Right OOther
What height was the top of the headrest? [INo Headrest [INeck [JEar OTop of Head
Did you stick you head on the: ONothing ODash  OWindshield (JHeadrest [JOther

Did you lose Consciousness? O Yes [No

Did you strike the vehicle interior? OYes ONo OExplain

Were the brakes applied at the time of impact? OYes ONo OUnknown

The road conditions were: O Dry OWet Olcy O Snow packed OGravel (JOther

Speed of your vehicle at time of impact: O Stopped OSlowing Down (310 (320 (330 (340 (350 Other

Speed of the other vehicle at time of impact: OStopped OSlowing Down (310 (320 3330 (340 (350 Other

What was the speed limit? 010 015 320 025 330 035 040 0345 050 055 0360 65 Other

Was your car pushed or knocked in a certain direction or into other vehicles or structures?
OYes ONo If yes please draw or make notes on the diagram on the back

What was the property damage to your vehicle: 0O Mild OOModerate OSevere OTotaled Amount $

Where did you go after the accident? OWork OHome OHospital OChiropractor OMD Other

Did you seek medical care? OYes 0ONo Where

If you sought medical care how did you get there? OSelf OFriend OAmbulance Other
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Do you have an attorney? O Yes (No Attorney’s Name

Law Firm Phone

Do you have MedPay? OYes ONo Amount $

ODon’t know - If you would like us to check please give us you agent’s name and phone number

Insurance Company Policy Number

Phone Number Claim Number

Who was at fault? 0OSelf dOther

At fault Insurance Information Name

Insurance Company Phone

Representative Claim Number

Describe the Accident

Location of the accident

Indicate on the diagram what happened

Number each vehicle and how direction of travel by arrow

(your vehicle will be #1) Notes

Use a solid line to show path before accident, dotted line after the accident
Show Pedestrian by —0

Show Light rail or Railroad by T
Write in Street or Highway Names and Indicate Landmarks

Use this diagram or draw you in the box provided
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