MOTOR VEHICLE COLLISION/PERSONAL INJURY QUESTIONNAIRE

Please answer all questions completely:

1. Your name and address:

2. Phone Number: -

3. Please describe the collision in your own words:

. Where did the collision occur? City/Town: : State:

. Date of collision: Time: AM PM

. Were you the: O driver 0O passenger O pedestrian

. What type of vehicle were you in?
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7. If passenger, were you in the O front seat DO right rear seat O left rear seat
8
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. What type was the other vehicle?

10.Did your vehicle strike the other vehicle? Oyes 0O no
11.Was your car struck by the other vehicle? Oyes 0O no
12.What direction was your vehicle going?

13.What direction was the other vehicle going?

14.Was the impact from: O the front O therear 0O the left side O the right side
15. What was the approximate speed at the time of the impact?
Your vehicle mph Other vehicle mph
16.What was the weather at the time of the collision? O dry Owet Oicy
17.Was your vehicle in: O park  Oneutral Oingear Omoving Ostopped
18.Were your brakes being applied? O yes 0O no
19. Was your vehicle shoved: O forward O backward 0O sideways
20.Were you shoved: O forward O whipped backward
21.Did your seat have a head restraint (headrest?) O yes 0O no
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