






 
 

MOTOR VEHICLE ACCIDENT HISTORY 
 

 
Patient ____________________________________             Date _______________ 
 
Date of the accident ____________________________ Time of the accident__________________ 

The accident occurred in        Florida       (Specify state) ________________________________ 

Were you the driver or the passenger?       Driver      Passenger 

If a passenger, where were you sitting:     Front/passenger       Front/middle          Rear/driver side                  

   _  Rear/passenger        Rear/middle          Pickup Bed    Other ______________ 

Were you wearing a seatbelt?       Yes           No     

What make and model of vehicle were you in? ____________________________________________ 

What was the make and model of the other vehicle? _______________________________________ 

What damage was done to your vehicle? ________________________________________________ 

_________________________________________________________________________________ 

At what speed were you traveling? ____________________ Other vehicle's speed?______________ 

Were you at a stop sign or a traffic signal?     No        Yes       Stop sign     Traffic Signal 

Please give a brief description of the accident including location and direction of travel. 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

AUTO INSURANCE INFORMATION 
Company________________________________ Adjuster's Name____________________________ 

Policyholder's Name _______________________________________Phone ____________________ 

Policy #_________________________________    Claim #__________________________________ 

Claims   Address____________________________________________________________________ 

Phone(s) _______________________________ Fax _______________________________________ 

 

ATTORNEY INFORMATION 
Attorney’s Name/Firm ________________________________________________________________ 

Address ___________________________________________________________________________ 

City, State, Zip ______________________________________________________________________ 

Attorney's Assistant  __________________________________ Title ___________________________ 

Phone(s) ________________________________ Fax ______________________________________ 
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