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VEHICLE COLLISION REPORT
Patient Name: _____________________________________________________________
1) Date of Collision ____/____/______


           2) Time of Collision _________ AM / PM

3) Were you:         A) Driver         B) Passenger (Front)         C) Passenger (Rear)         D) Pedestrian
4) Were you wearing seatbelts?  YES / NO

5) Type of Vehicle:     A) Car     B) Truck     C) Van     D) Motorcycle     E) Motor Home     F) Bicycle

6) How were you struck?     ___In Front   ___In Rear   ___Left Front   ___Left Middle   ___Left Rear  
      ___Right Front   ___Right Middle   ___Right Rear

7) Approximate speed of YOUR vehicle: _______mph

8) Approximate speed of OTHER vehicle: _______mph

9) Were you aware of the collision about to happen?  YES / NO

10) Which way was your body thrown?  A) Forward  B) Back  C) Left  D) Right   E) Other _____________

11) Did you hit your head on anything  YES / NO : If YES, on what?______________________________
12) Did you lose consciousness?  YES / NO : If YES, how long?__________________________________
13) When did the pain begin? ____________________________________________________________

14) Is the pain:  BETTER / SAME / WORSE  (since the collsion)

15) Did you receive any medical attention at the scene of the collision?  YES / NO

16) Were you transported to the hospital?  YES / NO

17) What care did you receive?___________________________________________________________

18) Where did you go immediately following the collision (if not the hospital)?_____________________

19) Have you seen another Doctor since the collision?  YES / NO
If YES, Doctor’s name:__________________________________________________________________
20) Amount of damage to your vehicle? ____________________________________________________

Did you have any physical complaints prior to the collision?  YES / NO

If YES, please describe: _________________________________________________________________

_____________________________________________________________________________________

In your own words, please describe the collision: _____________________________________________
__________________________________________________________________________________________________________________________________________________________________________
How did you feel immediately after the collision? _____________________________________________
_____________________________________________________________________________________
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