Questionnaire for Personal Injury

Patient’s Name Date of the Accident:

Do you have an attorney (please circle: YES / NO )? If yes,

What is your attorney’s name? Phone #:

Address: City: State:

Were there witnesses to the accident (please circle: YES / NO )7 Ifyes,

Name(s) of witnesses: Phone #:

Phone #;

Auto Insurance Information:

1. The vehicle in which you were riding:

Owner:

Ins. Co. Name: Policy #:

Ins. Co. Agent: Agent Phone #:

Ins. Co. Adjustor: Adjustor Phone #: Claim #:

2. Your vehicle (if different than above):

Owner:

Ins. Co. Name: Policy #:

Ins. Co. Agent: Agent Phone #:

Ins. Co. Adjustor: Adjustor Phone #: Claim #:

3. Vebhicle that hit the car in which you were riding:

Owner:

Ins. Co. Name: Policy #:

Ins. Co. Agent: Agent Phone #:

Ins. Co. Adjustor: Adjustor Phone #: Claim #:

4. Was a violation citation issued (please circle: YES / NO )?

To driver of other vehicle To driver of your vehicle

5. Were you (please circle: DRIVING /A PASSENGER )?






