
ACCIDENTAL INJURY REPORT

____ />tHeme___ WorkIOn Job

Name Today's Date _
Date of Accident TlI1'Ie of Accident AM PM-------------- ----------
Location of Accident-------------------------------------
Type 01Accident: AutolTraftic

Describe howttle accident h&ppenedin your own wards_: _

irmIediateIy fallowing the accident, how did you feel? ---------------------------
Howdfd you feet the next d1If?----------------------------------
Were you t.IIICOI2SCious?D Yes D No In a daze? DYes D No Did you go to the hospital? D Yes D No

If you went to lt1ehospital, wilen? AI.time of aecldent? 0 Yes D No Next Day 0 Yes DNa Other _
How did you get to the hospIal? Ambulance D Yes D No Private transportation 0 Yes 0 No

Old the ambuilmce attendallts place you In: Neck coIar 0Yes D No SpliJIts 0Yes 0 No Bnlce D Yes D No

Name of Hospitaf: Attended by Dr.----------------
Were you x-rayed at hospital? DYes D No If so, whlItwas the diagnosls? _

_____________________ Wereyou admitted to the hospital? 0Yes 0No

How tong dldyou staY? What Iteatmeft was rellderea~rt?~. _

WlatrecomrnendatiOllSwere made•••.•.•7 _

List any other doctors you have seen as a result of this accidert_: _

Have you lost any time from work because of this accident? 0 Yes D No If yes, give dates of dIsabIIIly.(go to next ine)

Tatalydisabled from to Partially disableclfrom to

Haveyou retlI"ned to work silce the accident? DYes 0No Please complete the following:

Date liglt ~ .duty Full time/Part-time

Si1ce this accident OCCII'l"ed, •••• your symptoms: I~

Do you notice any actMly restrictions as a result of this IrPY? 0Yes D No

Getting WON_e _

Please describe:

Haw you been contacted by an imnnce adjuster or company representative abcU this accident? 0Yes D No

If so. name, phone" of person contacting YOJ!~._. _

Haveyou retUJed an attorney? Dyes 0 No Date attorney retained or to be retained: _

Attorney's name: Phone~: _

Address"": _

CitY: State: Zip: _

Werethlnanywtnesses? Dyes DNa Name(lt); _

. Other pertiIert i1fonnatlon:

Patient's SignIbre

Plea•• campiIte the queItions 011the nul page in the categOry of ac:cidemyou bad.

Date



___ 0ItIw

___ MfIH

NIInber of people it yoIA"car? _

___ Driver of alMrC8J' HaRe

ACCIDENTAL INJURY REPORT

Name TodlIy'sOate _

AUTOITRAFFIC ACCIDENT

Was the accidlllt repotbId to Poice Departmert? 0Yes 0No

were trlItltc cbIions issued to? You __ Driver ofyoll' C8J'
were you. DrM!r PI..... Pedestrian?
Whatklndofvelidewereyauit? car Truck MotcIr'qde

If p•••• AgIIr •••.• you dtiv it Front RigM Rear Left ••••

Did yoIrvelide III ather wtIicIe(s)? 0Yes 0 No EsUnated speed of yair w/icIe at"1 MPH

Was yaw veticIe tit lPJ ather wIide($)? 0Yes 0 No Estimated speed of othv'" at imfJat?

wtlat IcIndofwficle III yaw's? car Truck MokftyoIe Other

Was the impact fnlm __ front? Fnlm the "- •••• ? __ From the left side? From the rear?

Were you wurtng teat beltsO Yes D No DIdyou tlrIc. ~ in vehicle at time of Impact? D Ves D No

If~. specify. -- StMring wtIHI Dashboard WindsIiIIId Side door Ann rests__ Side Window

PIuse state part of body, __ Chest Chit Knee Shoulder Hand Head Other

VEHICLEYOUWEREIN: OTHERVEHICLE:
Driver

IRIIRdAddnlssPhoneAuto Insannce Co.Ins. Co. AddressAdjustorPhonePoley'Claim'

Driver
u.ndAddntss. PhoneAuto ms.nnc. Co.Ins. Co. AddressAdjustorPhonePolicy'Claim'

Office Phone Nwnber -------
Have you been inj&nd before? 0 Yes 0No

If so. towhom? _

Insurancecarrier _

Hawt you been contacted by a representatiVe of the InslI'lIrlCe Company? 0Yes 0No
Date Coriacted ~ lnuanceCompany _

yOU' Insannce Agert's Name: Phone' _

Have you contacted yair ituance company? 0Yes 0No

WORKION JOB ACCIDENT

Ust any equlpmeri. machinery and/or object related to the accident? _

Was accideri reported to supervisor or employer? 0 Yes 0 No

Has a Worker's Compensation claim been filed? 0 Yes 0No

Name of X2l!!: i'nmedIate supeMsorIforeman: _

Type ofworkbei1g done at tine ofi$IY: •.•.. _

Length of time you have worked there prior to accldent:: _

Job llIeIActivIty:_. _
In a typical ~ worttday, I (ClrcIe • of hotnIactMty)

SIt•. 1 2 3 ••587 8 ho&rs; Stand: 123 ••5878hoIn Walk:1 23.. 5 8 7 8hcnn

On the job I perform:
Natat"OccaflionalolFrequentlyCOrmJously

Bend/SIoCIp

() ( ) ( )( )
Squa

( )()( )( )
CrlIWI

( )( )( )( )
CImD

( )( )( )( )
RHCh 8boYe hIacl

( )( )( )( )
KnMI

()()( )( )
~ I LFT UP TO;

)() () ()
101bt.

( )() () ()
251b1

( )() ( )( )
SOIli.

( )() ( )( )

Patiert's SiCJl;Ibn

DateP92


