


Auto Accident Report
Name_______________________________ Sex _______  DOB ________

Address _____________________________________________________

City ___________________________ State ________  Zip ____________

Date and time of accident? _______________________________________

Location of accident? City________________ State _________

What are your symptoms due to the accident? ________________________

_____________________________________________________________

Have you retained an attorney ______ No _______ Yes, Name?__________

Address _______________________________________

City ___________________ State __________  Zip ____________

Name of Insurance Company covering accident? ______________________

Address_______________________________________________________

City____________________ State ___________ Zip _____________

Phone Number____________________________

Name of Adjuster__________________________

Claim Number ____________________________

Briefly explain the accident: ______________________________________

