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ACCIDENT QUESTIONNAIRE 

 
 
1.          NAME OF INJURED PARTY: __________________________________________________ 
 
2.          DATE OF ACCIDENT:________________________________________________________ 
 
3.        PLEASE DESCRIBE ACCIDENT:_______________________________________________ 
 
              __________________________________________________________________________ 
 
4. IF AUTO ACCIDENT, NAME/ADDRESS OF INSURANCE COMPANY: 
 
 ___________________________________________________________________________ 
 
5.     IS THIS A WORK RELATED INJURY?  YES ________  NO   ________ 
 
 IF SO, HAS A CLAIM BEEN FILED WITH YOUR EMPLOYER? 
  
                              YES _________ NO__________ 
 
6.        IF YOU HAVE CONSULTED AN ATTORNEY:  PLEASE PROVIDE: 
 
            NAME:___________________________________________________ 
 
            PHONE NUMBER:_________________________________________ 
 
7.        IF YOU ARE FILING A CLAIM WITH ANOTHER  INSURANCE COMPANY  
            PLEASE PROVIDE NAME/ADDRESS AND POLICY NUMBER_____________________ 
  
 ___________________________________________________________________________ 
 
 
TO THE BEST OF MY KNOWLEDGE, THE ABOVE STATEMENTS ARE TRUE AND ACCURATE: 
 
 
_________________________________________________  _______________________                  
SIGNATURE OF POLICY HOLDER                                                                          DATE 
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