Automobile Accident Questionnaire

Patient Name: _________________________Date: _________ Accident Date: _________

The following questions pertain to you and the vehicle you were in:

Your Position in the Vehicle:  Driver      Front Passenger         Rear Left     Rear Middle     Rear Right
Vehicle Size:
    Compact
Mid-Size
Full Size

Heavy

Vehicle Type: 
    Car
    Van
       Pickup          Truck         Bus        SUV        Motorcycle
Speed of Vehicle: 
Stopped
        Parked
     Slowing            Moving Slow          Moving Fast

Why Stopped or Slowed:     Traffic Signal     Pedestrian      Stop Sign      Parking      Traffic     Intersection
Collision Type:      Driver Side      Passenger Side     Front Impact     Head On     Rear Impact     Roll Over
The following questions concern the other vehicle:

Vehicle Size:
    Compact
Mid-Size
Full Size

Heavy

Vehicle Type: 
    Car          Van          Pickup          Truck          Bus          SUV           Motorcycle
Conditions at the Time of the Accident:

Time of Day:
Daylight

Dusk 

Dawn

Night

Road Conditions:
Dry

Damp

Wet

Visibility:
Excellent
Good

Fair

Poor

Visibility Compromised by:
Brightness
Darkness
Rain
         Fog                Traffic
The following questions concern the moment of impact:

Were You:
Unaware that the accident was impending



Aware the accident was impending



Aware the accident was impending and braced for it

Was your Foot on the Brake:
YES

  NO

 Foot Knocked Off the Brake
Restraints:
Seat Belt
Shoulder Harness

None

Air Bag:

Deployed
Not Deployed

No Airbag

Headrest:
High 

Middle

 Low

Position of your head:
     Straight forward        Looking Down         Rotated left         Rotated right

Head Thrown: 
Backward

Forward

To the Left

To the Right

Position of Your Body: 
Straight

Leaning Down              Rotated Right 
Rotated Left

Body Thrown: 
Forward

Backward
To the Right
To the Left        Out of Vehicle
Damage to Your Vehicle:
Minimal

Moderate
Severe

Totaled

Citations:
None
Yourself
     Other Driver     Driver of your vehicle      Driver of another Vehicle


As a result of the collision, which objects in the vehicle did any parts of your body strike? 

Following the accident did you feel: 
Dizzy

Dazed

Weak

Nervous




     

Nauseated
Disoriented           Lost Consciousness
After the Accident: Drove Home     Driven Home     Drove to the ER     Driven to the ER                               

                                  Ambulance         Drove to Work       Driven Work    Drove to School
Next Day Discomfort:

Increased

Decreased

Same
In what areas did you immediately feel pain? _______________________________________________
Any areas in which you had lacerations? ___________________________________________________
Did you have X-rays? Y     N     Where? Neck     Back      Lowback      Shoulder      Knee      Head

Where did you experience pain the following day? ___________________________________________
______________________________________________________________________________________

Did your complaints exist before this accident? 
Yes

No
Name: ________________________________________

Signature: _____________________________________________
Date: _______________
