Auto-Accident Questionnaire


	Date of Accident
	                 /                 /               

	What type of vehicle were you in?
	Make:                   Year:     

	Where were you in the vehicle?
	      ( Front          ( Back          ( Left-Side          ( Right-Side

	What was the speed of you vehicle?
	

	What time of day was it?
	   ( Daylight              ( Night              ( Dusk             ( Dawn

	What was the visibility?
	                       ( Excellent                    ( Reduced

	Type of road?
	    ( 2-Lane             ( 4-Lane             ( Gravel             ( Tar 

	What were the road conditions?
	   ( Slippery   ( Wet    ( Dry    ( Damp    ( Muddy    ( Sandy

	Where did it happen?
	   ( Traffic Light    ( Stop Sign    ( Intersection    ( Highway

	Where was your car hit?
	   ( Front          ( Back           ( Left-Side           ( Right-Side

	If you struck another car, where did you strike it?
	   ( Front          ( Back           ( Left-Side           ( Right-Side

	Damage to your car?
	

	Damage to the other car?
	

	Did the airbags deploy?
	                             ( Yes                       ( No

	Was a Police Report filed?
	                             ( Yes                       ( No

	Did you hit any part of your body during the collision, for example: head on dash, chest on steering wheel? If yes which part?
	                             ( Yes                       ( No
__________________________________________________



	What was the position of your head and neck prior to impact:
	( Up   ( Down   ( Level   ( Straight   ( Turned Lt   ( Turned Rt

	Were you reclined?
	                             ( Yes                       ( No

	Was you seat belt on?
	                             ( Yes                       ( No

	Was your shoulder harness on?
	                             ( Yes                       ( No

	What was the position of the headrest?
	(Low           (High           ( Improperly Adjusted           ( Normal

	Were you conscious after the accident?
	                             ( Yes                       ( No

	Did you receive emergency care at the scene?
	                             ( Yes                       ( No

	Were you Hospitalized?
	                             ( Yes                       ( No

	Describe any additional details about the accident:

	

	

	Have you retained an attorney?     ( Yes     ( No. If yes, please give their name and Address:

	


