





PERSONAL INJURY/INSURANCE OQUESTIONNAIRE B

Name Address Today's Date

Date of Accident Location (City)

Idem;.ify any vehicle you were riding in when injured (Year, Make, model}):
DESCRIPTION OF THE ACCIDERNT
AUTO: How many vehicles were there in the accident? Was your vehicle struck by anot!

vehicle? Yes O nNo O Did your vehicle strike any other vehicle(s)? Yes UONo --Was y«
vehicle Moving? [0, or Stopped? [O--was the seatback soft or hard? Soft [ Hard C

Transmission: Manual [0 Automatic O - It was In [0 out O of Gear At Time of Impact. Damac

Minor [0, Moderate [0, Major O - s

Other Vehicle(s): (Make) Damage $________ & area(s)-- Front J Rear O Lt. O - Rt.
(Make) Damage$___ & area(s)-- Front [J Rear O Lt. 0 - Rt.
(Make) Damage$________ & area(s)— Front [ Rear 00 Lt. OO0 - Rt

Identify the Area(s) damaged (your vehicle)--Front L — R -- Rear L = R -~ Side L - R~--Were t}

Brakes on? [0 or off? 0 - - wWas the Street Wet? [0 or Dry? 00 - Was There Any Second Impact

Yes 0 No [0 --- was Patient Wearing Seat Belts? Yes [0 No O - Type

Patient:

Positioning: Driver [0 ctr. Front 0 Rt. Front 0 - - Lt. Rear 0 cCtr. Rear 0 Rt. Rear O

Sitting: Straight O Turned left [0 or Right [J--Head Position: Front [J Turned rt. O or Rt.[

Awareness (bracing) Unconscious or Dazed? Yes 0 nNo [

Headrest: How Far was Headrest from Back of Pts. Head? Inches---Was it Above or Belov

the Top of Pt’s. Ear? - Above [0 Below O

Did Your Body Strike any Obiject in the Vehicle? Yes [ No [0 --- If So, Identify Object(s)

Struck: Headrest L1 Steering Wheel [] Dashboard [] windshield O Door O Arm Rest O

Window [1 oOther and the Body Part(s) Involved: Head [0 Shoulder (]

Chest [0 Knee [0 oOther

NOK-AUTO. Describe how the accident occurred (Example: My foot caught in‘a crack in the flo
and I fell. I landed on my right side and struck the side of my head on a display rack)

ALL ACCIDENTS:
pDid you go to the Hospital? Yes [0 No O If so, when?

Name of Hospital Were x-rays taken? Yes [ No
Name of the attending Doctor Were you admitted to the Hospital? Yes O wo
How long did you stay? . What treatment was rendered?

Have you seen any other doctor(s)? Yes [0 No [0 -- COMPLETE ADDITIONAL FORM.

Insurance Coverage:
1) Identity of the vehicle you were in if not shown above (year, make & model)
2) Was the vehicle owned by you. Yes 0 No [J---Is it covered by Liability Ins. Yes O wrxo OO
3) Name your Auto Ins. Carrier? Pol. # i Med. Pay? Yes I No a
4) If you did not own the vehicle you were in when involved in the acc.ldc:znt, please do the following:
a) State the name and address of the owner and the name of their insurance company:
Name : Address:
Insurance Co. : pPol. #

b) Identify any automobile which you own personally (year, make & model)

and applicable insurance: - Insurance Company:
Adress Pol. #

c) Identify all family members with whom you presently reside** and identify their automobile(s)
and the name of their insurance company:

Name: Relationship Auto:

Address: Insurance Co.: : Pol.#
Name : Relationship Auto:

Address: Insurance Co.: Pol. #

+*TF YOU ARE IN THE MILITARY (OR AWAY FROM HOME ATTENDING SCHOOL) YOU MAY STILL BE A LEGAL
RESIDENT IN YOUR PARENTS HOUSEHOLD SO INCLUDE INFORMATION AS TO THEM.





