
ACCIDENT INFORMATION SHEET

Patient Information

Printed Name: ___________________________________________________________ DOB: ________________________

Address: ______________________________________________________________________________________________

______________________________________________________________________________________________

Social Security #: ___________________________________ Telephone #: _____________________________________

Type of Accident: _______________________________________ Date of Accident: _________________________________

Person at fault: ______________________________________________

Insurance Information

Is this your Insurance Policy: Yes or No (Circle One)

Primary Insurance Company: ___________________________________ Claim Number: _____________________________

Policy #: _____________________________________________________________________________________________

Contact Person: ______________________________________ Phone Number: ___________________________________

Address ___________________________________________________________________________________________

Email contact for insurance:_______________________________________________________________________________

Secondary Insurance Company: ___________________________________ Claim Number: ___________________________

Policy#: _____________________________________________________________________________________________

Contact Person: ______________________________________ Phone Number: ___________________________________

Address _____________________________________________________________________________________________

Lawyer Information

Law Firm Name: ___________________________________ Case Number: _____________________________

Contact Person: ______________________________________ Phone Number: ___________________________________

Address: _____________________________________________________________________________________________

To the best of my knowledge, the above information is complete and correct. I understand that it is my responsibility to inform

Vance Chiropractic Staff if this information changes.

Signature: ___________________________________________________________ Date: ________________________

Authority to sign, if not patient: _____________________________________________________________

Other Specify: _____________________________________ Verified by: _________________________________________



Tell us more about your accident

Where you the: Driver Passenger (front seat) Passenger (back seat)

What was the Make, Model and Year of your car?_________________________________________

Was the impact on the: Driver side Passenger side Head on Rear end

What was the Make, Model and Year of the other party’s car? _________________________________

Were you aware the accident was about to happen? YES NO

Were you looking: Forward Right Left

Did the airbags deploy? YES NO

Did your body hit anything in the car? ____________________________________________________

Did you go to the ER after the accident?___________________________________________________

Were you wearing a seat belt? YES NO

Any other important information you want to tell us about your accident. __________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________


