Vehicle Accident Report

Name:

Enter the date of the accident: Enter the time of the accident: AM PM

Responsible Party LYourself Qother

Motor vehicle Insurance company (of responsible party)

Insurance company address

Phone number Claim Number

Patient Role:  [Driver Front passenger Rear passenger Motorcycle operator LA Motorcycle passenger
U ATV operator LJATV passenger L1Other

Vehicle Size: LNot reported dSubcompact LdCompact AMid-size LFull-size L Other:

Travel Direction: LNot reported North LSouth LEast AWest L Other:

Other Vehicle Size: LNot reported LdSubcompact LdCompact LIMid-size LdFull-size LOther:

Other Travel Direction: (ANot reported LNorth LSouth LdEast LdWest L Other:

Collision Location: (ANot reported LdHead On U Front (dBehind LIPassenger's Side W Driver's Side
UOther:
Time of Day: UNot reported Daylight LdDawn LDusk WINight Other:

Road Conditions: LINot reported LdDry (dDamp LWet LSnow Ulice LOther:
Accident Anticipated?: LINot reported LYes LINo

Patient Ejected?: (Not reported LdEjected Not ejected

Patient Struck: LINot reported LdSteering wheel LAir bag L Dashboard LRear-view mirror LWindshield

W Car Interior Other:

Patient Conscious: LNot reported LLost consciousness LDid not lose consciousness
Seat Belt: (INot reported LdUsed LINot used

Shoulder Belt: LANot reported LdUsed LINot used

Head Rest: LNot reported LdAbove head [1Below head (None

Air Bags: LNot reported LDeployed Did not deploy

Injury Area: (Head UNeck UWShoulders  WUpper/Mid Back ULower Back LChest/Ribs
UArms UElbows UForearms QWrists Hands LAbdomen
UButtocks UPelvis UHips UThighs ULegs WKnees UAnkles
UFeet UOther:

I hereby authorize the doctor to examine and treat my condition as he/she deems appropriate through the use of chiropractic health
care, and I give authority for these procedures to be performed. It is understood and agreed the imaging is for examination only
and the negatives will remain the property of this office, being on file where they may be viewed.

Patient’s/Guardian’s Signature: Date:







