
Vehicle Accident Report 
 
Name: _____________________________________________________  Date: ___ / ___ / ____ 
 
1) Date of Accident ___ / ___ / ____ 2) Time of Accident ____: ____ (AM/PM) 
 
3) Were you:     A) Driver B) Passenger (FRONT/REAR) C) Pedestrian 
 
4) Were you wearing a seatbelt?   (Y/N) Lap     Shoulder Both 
 
5) How accident occurred: A) Struck by another vehicle B) Struck another vehicle 
             C) Struck a stationary object      D) Other: ________________________________ 
 
6) What type of auto were you in? ____________________________________________________________ 
 
7) What type of auto struck yours? ___________________________________________________________ 
 
8)  Where was your vehicle hit?      A) Front  B) Rear    C) Rt. Side  D) Lt. Side 
 
9)   Approximate speed of other vehicle _________ mph. 
 
10) Approximate speed of your vehicle __________mph. 
 
11) What kind of position was your body in? 
 A) Facing forward              B) Looking in rear view mirror  
 C) Looking to the side Rt/Lt D) Other: ___________________________________________________ 
 
11) What occurred at the moment of impact? (Circle as many as apply) 

A) Tensed body for impact B) Neck whipped back & forth       C) Spine torqued & twisted 
D) Thrown over seat  E) Thrown from vehicle           F) Thrown from side to side 
G) Cut & bruised 

 
13) Did you strike your: (Circle as many as apply) 

A) Head               
B) Shoulder (Lt/Rt)   
C) Arm (Lt/Rt)  Against the: 1) Dashboard    2) Windshield  3) Steering Wheel 
D) Elbow (Lt/Rt)                       3) Rt. Door       4) Lt. Door        5) Other: ______________________ 
E) Wrist (Lt/Rt)   
F) Hip (Lt/Rt)    
G) Knee (Lt/Rt)   
H) Ankle (Lt/Rt)   

 
14. Did you receive medical attention at the scene of the accident?    Y / N 
 
15. Where did you go immediately following the accident?  
      A) Hospital                       B) Home 
      C) Personal Doctor D) To this office E) Resumed Activities 
 
16. How did you feel immediately after the accident? ____________________________________________ 
 
17.  When did pain start? ___________________________________________________________________                                                                                                      
 



Vehicle Accident Report (Continued) 
 
18.  Has it:  A) Worsened   B) Stayed the same   C) Gotten better? 
 
19.  Describe in your own words how the accident occurred: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
20.  How much damage was there to your vehicle? ______________________________________________ 
 
21.  How much damage was there to the other vehicle? ___________________________________________ 
 
22.  Did you have any physical complaints before the accident? (Y/N) if yes please describe: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
 
 
 
 
 
Important: This form may be used in the determination of insurance benefits and/or litigation for compensation.  
It is imperative that this form be filled out completely to protect your rights of compensation. 
 
 
 
__________________________________ 

                Signature of Patient 
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