
Personal Injury/Workers Compensation Questionnaire 

  

Name________________________     Date of Accident____________________       Time_____________ 

Where did it happen? ___________________________________________________________________ 

Describe the accident in your own words: 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

Where you the □ driver □ passenger?    If passenger, were you sitting in □ front, □ rear right □ rear left 

Did your vehicle strike another vehicle?  □ Yes □ No         Was your vehicle struck by another? □ Yes □ No 

Was the impact from the:   □ front?   □ the rear?   □ the right side?  □ The left side? 

At the time of the impact were you looking:  □ forward?  □ to the left?  □ to the right? 

Were both hands on the steering wheel?  □ Yes □ No   Was your foot on the brake? □ Yes □ No    

Were you braced for the impact? □ Yes □ No   Were you wearing a seat belt? □ Yes □ No    

Did you strike anything in the vehicle?  □ Yes □ No    If yes, what: _________________________________ 

Immediately after the accident, how did you feel? _______________________________________________ 

Were you unconscious?  □ Yes □ No   Were you in a daze? □ Yes □ No   Did you go the hospital? □ Yes □ No    

If yes, when did you go to the hospital?  ________________  How did you get to the hospital?______________ 

Name of hospital? ______________________ Did they take X-Rays/MRIs?  □ Yes □ No   Which: ___________ 

What did they diagnose you with? ______________________________________________________________ 

What treatment did they do?  __________________________________________________________________ 

Did they admit you overnight?  □ Yes □ No         If yes, for how long: __________________________________ 

What other recommendations were made? _______________________________________________________ 

Did you see any other doctors? □ Yes □ No      If yes, which:  _________________________________________ 

Have you lost any time from work for this accident? □ Yes □ No    If yes, what dates have you lost?     

From ________________  To _______________     Partially Disabled?  □ Yes □ No   Fully Disabled? □ Yes □ No    
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