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CAR CRASH QUESTIONNAIRE 
 

Patient Name:_____________________________________________ Date: ______________ 

Date of injury:__________________________  Time of injury _______________________       AM     PM 

City where crash occurred: _________________________________ Was the street wet or dry?  Wet    Dry 

Street (location) where crash occurred: __________________________________________________________ 

What is the estimated damage to your vehicle?    $_________________________________________________ 

 Yes   No   Did the police come to the accident scene and make a report?   

 Yes   No   Did you go to the emergency room? If yes, which hospital: 

______________________________ 

 

DESCRIBE HOW THE CRASH HAPPENED 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 
 

INDICATE YOUR SEATING POSITION 

 Driver  Front passenger  Rear passenger 
 

DESCRIBE THE VEHICLE YOU WERE IN:  

 Model Year and Make:                                                                    

 

DESCRIBE THE OTHER VEHICLE:  

Model year and Make:        

 

ESTIMATED CRASH SPEEDS 

Estimate how fast your vehicle was moving at the time of the crash:  _______ mph   Unknown 

Estimate how fast the other vehicle was moving at the time of the crash:  _______ mph   Unknown 

 

AT THE TIME OF IMPACT YOUR VEHICLE WAS: 

 Slowing down  Gaining speed 
 Stopped  Moving at steady speed 
 

INDICATE IF YOUR BODY HIT SOMETHING OR WAS HIT BY ANY OF THE FOLLOWING:  
Please draw lines and match the left side to the right side. 

Head  Windshield 

Face  Side window 

Shoulder  Side door 

Arm/hand  Dashboard 

Front chest wall  Knee bolster/glove compartment 

Side chest wall  Seatbelt 

Hip/abdomen  Frame of car near windows 

Knee  Roof of vehicle 

Leg  Another occupant/animal 

Foot  Other 
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SEATBELT USAGE AND STEERING WHEEL HAND PLACEMENT: 
YES NO  

  Were you wearing a seatbelt?   

If yes, does your seatbelt have a:  Lap and Shoulder Strap,     Lap belt only 
  Were you holding onto the steering wheel (driver only) at the time of impact? 

If yes, Indicate where your each hand was positioned (Use time clock as your reference point) 

      Left hand:    Not on wheel,  ____ o’clock,  Elsewhere  

      Right hand:  Not on wheel,  ____ o’clock,  Elsewhere  

 
 

OTHER FACTORS 
YES NO  

  Did your body (chest, breast, knee face, head) hit the roof of your vehicle, hit the steering wheel, 

dash, or other structures within your vehicle.  If yes, indicate what happened: ________________ 

 

  Did your car separate away from the striking vehicle after the crash?  If yes, you are               

indicating that after the crash your car was pushed away from the striking vehicle and your 

vehicle did not stay attached.  If yes, indicate your estimate of the distance between vehicles after 

the crash: ____________ feet. 
 

 

AWARENESS AND POSITION DESCRIPTIONS: Check all areas that apply to you. 
 You were unaware of the impending collision.  You did not see or hear brakes prior to the impact. 

 You were aware of the impending crash and relaxed before the collision 

 You were aware of the impending crash and braced yourself 

 Your body, torso, and head were facing straight ahead 

 You had your head and/or torso turned at the time of collision:   Turned to left,   Turned to right 

Describe how far you were turned/twisted and why? 

 You were leaning forward at the time of impact resulting in a gap between your body and the seatback 

 Your torso and body was positioned normally against the seatback with no gaps due to leaning/twisting 
 

OTHER COMMENTS: 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 
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WHAT HAPPENED RIGHT AFTER THE ACCIDENT? 
 

Patient Name:  Date:  
 

YES NO  

  Did you go to the emergency room afterward? If yes, date and time:_______________________ 

Name of the emergency room?                                                   City: 

  Did you go to emergency room in an ambulance?  If yes, Name of ambulance: 

  Did you or another person drive you to emergency room? Name of other person: 

  Were you hospitalized after being seen in the Emergency Room?  If yes, how many days:   

  Did the emergency room doctor take X-rays?   Check what regions x-rays were taken:  

   Skull/Face x-rays                                                     Ribs/Chest 

   Neck or Middle back x-rays                                     Collar bone 

   Low back or Hip/Pelvis x-rays                                 Shoulder, Arm or Hand 

   Leg or Foot                                                               Other 

   Did the hospital or clinic take MRI or CT of your body?  If yes, indicate where taken: 

   Skull,     Neck,     Low back or hip/pelvis,    Other 

  Did you have any broken bones/fractures?  If yes, where: 

  Did you have any cuts or lacerations?  If yes, where: 

  Did you have any skin abrasions?  If yes, where: 

  Did you require any stitching for cuts? If yes, where: 

  Did you have any visible bruises or lumps?  If yes, where: 

  Did you have any visible bruises along the shoulder or lap portions of your seatbelt? 

  Did the emergency room doctor give you pain medications or any other prescriptions? 

  Were you given a neck collar or back brace to wear? 

  Did you require any surgery after the accident?  If yes, describe type and date: 

  Were you hospitalized overnight?  If yes, indicate dates hospitalized: 
 

HOW SOON DID YOU FIRST NOTICE ANY PAIN-SORENESS AFTER YOUR INJURY?  

 Immediately (less than 30 min)  _______ Hours after injury  ______ Days after injury 
 

HAVE YOU BEEN UNABLE TO WORK SINCE INJURY? 

  YES     NO   If yes, you were off work:   Partially    Completely 

Please list all dates off work:  From ___________________________ to ______________________________. 

 

OTHER COMMENTS: 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

 
 

 


