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AUTO ACCIDENT


Patient Name: _________________________________________ Date: _______________________

In the accident, you were the: □ DRIVER □ PASSENGER □ PEDESTRIAN/CYCLIST □ OTHER

Date of Injury: ___________________________ 

City where crash occurred: ____________________________

Did the police come to the accident scene? □ Yes □ No

Did the police make a written report? □ Yes □ No If yes, report number if known: ___________________

Auto Insurance Company: _________________________________

Have you reported this injury to your car insurance company? □ Yes □ No

Adjuster’s Name:___________________________

Phone:__________________________

Policy #:______________________________

Claim #:_____________________________________

Is an attorney representing you? □ Yes □ No 

Name:______________________________________________

Address:___________________________________________________

 Phone:__________________________

Do you have a Doctor’s Referral? □ Yes □ No

Doctor’s Name: _______________________________

Phone: _____________________________

Do you have medical insurance coverage? □ Yes □ No 
Company Name: ____________________


Patient’s Signature: ______________________________
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