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Patient Accident Report

Please complete the following form as fully as possible in order for us to understand what has occurred.

Patient Name:

Today’s Date (mm/dd/yy):


Insurance Company:

Policy Number:


Address:


Contact Person:

Phone Number:


Date of Accident (mm/dd/yy):


Approximate Time and Location of Accident:


Describe What Happened:


Were you?
Driver
Passenger

Was your seatbelt worn? 
Yes 
No

Did any objects within the vehicle hit you? 
Yes 
No 
Don’t Know

If yes, please describe:


Describe how you felt immediately after the accident: (i.e. pain, shock, numbness, headache, loss of conciousness, etc.)

Could you move yourself after the accident?
Yes
No

Did you sustain any cuts or bruises? 
Yes
No

If yes, where?


Did you lose consciousness (have memory gaps)?
Yes
No

If yes, for how long?


Were you taken to the hospital by ambulance?
Yes
No

If yes, which hospital?


What was done at the hospital? (i.e. x-rays)


What were you told by doctor?


Have you been treated by other professionals for this problem? 
Yes 
No

Describe results:


Are you on any medication as a result of the accident? 
Yes 
No

If yes, what medication?


Are you on any other medications in addition? 
Yes
No

If yes, what medication?


How did you feel later in the day after the accident?


How did you feel by the next day and subsequently after the accident?


Could you sleep? 
Yes 
No
Describe hours per night sleeping:


List the major problems or symptoms noticed subsequent to the accident:

1)


2)


3)


4)


Other:


List the minor problems or symptoms noticed subsequent to the accident:

1)


2)


3)


4)


Other:


Check any of the following that you have experienced AFTER the accident:

Headaches

Migraines

Dizziness

Ear Ringing

Vertigo

Fainting

Confusion

Forgetfulness

Loss of Balance

Loss of Coordination

Depression

Irritability

Fatigue

Inner Tension

Panic Attacks


Vision Changes

Sweating

Loss of Smell

Swollen Joints

Arm Pain

Leg Pain

Jaw Pain

Face Pain

Skull Pain

Shoulder Pain

Elbow Pain

Wrist Pain

Finger Pain

Hip Pain

Knee Pain


Ankle Pain

Foot Pain

Rib Pain

Heart Palpitations

Difficulty Breathing

Loss of Taste

Neck Pain

Chest Pain

Breast Pain

Upper Back Pain

Mid Back Pain

Low Back Pain

Groin Pain

Pelvic Pain

Shortness of Breath


Loss of Appetite

Radiating Pain

Where?


Weakness

Where?


Tingling (pins & needles)

Where?


Muscle Spasms

Where?


Did you have any of the above conditions before the accident?  Please describe:


Have you had loss of mobility? 
Yes 
No

If yes, please describe:


Are you off of work?  
Yes
No 
If yes, since what date?


Can you participate in your regular home, work and recreational activities?  
Yes
No

Describe any changes:


Was the accident reported? 
Yes
No
If yes, to whom?
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