Motor Vehicle Accident Questionnaire
Name:

Today’s Date:


Date of accident:___________________
Time:___________ am / pm

Place:

Intersecting with:

Police Investigation by:
 Washington State Patrol
 
 City Police

 
 County Police
( No Investigation
Road condition:
( Wet
( Dry
( Icy
Other/ Describe:

Were you struck:
( Behind
( Front
( Driver side
( Passenger side
( Other

Where were you seated in the vehicle?

Were you aware of the approaching collision prior to impact?
( Aware
( Surprised

Please describe, to the best of your knowledge, what happened during this collision:

What is the last thing you remember before the collision?

What is the next thing you remember after the collision?

What bruises or cuts did you get from this collision?

Did you go to the hospital?   ( No
( Yes     Hospital Name and City:


How did you get to the hospital?


Did you receive x-rays?  If yes, what areas?


What did the hospital do for your injuries?


How long was your stay?

Please list other Doctors and Health Care Practitioners you are seeing for this collision:

Were you wearing a seatbelt?    ( No
( Yes
Which type?   ( lap belt only
( shoulder & lap belt

Did you receive any injuries or bruises from the seat belt following the collision?   ( No
( Yes

If yes, please describe:


If your car is equipped with an air bag, did it activate?
( No
( Yes
( No airbag(s)

If yes, please describe any injury from the airbag:

(OVER)

Approximately how far is the top of the headrest from the top of your head?
_______Inches above    OR    _______Inches below
( Vehicle not equipped with headrests

Was the headrest altered or damaged in the collision?
( No
( Yes
How?

Did you lose consciousness (black out) upon impact?
( No
( Yes
How long?

Did you experience a flash of light or explosion in your head?   ( No
( Yes
After the accident did you become:
( Nauseated
( Light headed
( Confused / Disoriented

( Dizzy
( Blurred vision
( Ringing / Buzzing in ears


Are you still experiencing any of these symptoms?   ( No
( Yes

If yes, please explain:


Are you currently suffering from any of the following:


(Restlessness
(Irritability
(Difficulty concentrating


(Sleeplessness
(Forgetfulness
(Reduced tolerance to alcohol


(Reduced tolerance to heat
(Other

What direction was your head pointed at the time of the collision?

What direction was your body pointed at the time of the collision?

What was the position of your hands at the time of the collision?

On what part, if any, of the automobile did your following body parts hit?     R = right side     L = left side


( Head

( Chest


( R / L Shoulder

( R / L Arm


( R / L Hip

( R / L Leg


( R / L Knee

( Other

What type of car were you in?:   Year:

Make:

Model

What is the estimated cost of the damage to the vehicle you were in?   $

Was your car stopped at the time of impact?   ( No
( Yes
If yes, was the driver’s foot pressing down on the brake:
( Slightly
( Moderately
( Strongly
If your vehicle was moving at the time of impact, was it:


( Slowing down
( Gaining speed
( Traveling at a steady speed

Did your car hit anything else after the first impact?

Was your vehicle pushed forward from the impact?   ( No
( Yes
How much?
( Not at all


( Less than one-half car length
( One-half car length


( One car length
( More than one car length
Which of the following car parts were damaged during the accident?


( Windshield
( Front seat back
( R / L Side window
( Steering wheel


( Other, please describe:

What type of car impacted your vehicle?
Year:

Make:

Model:

Was the other vehicle moving at the time of the collision?   ( No
( Yes
