Health Matters Medical Centre 
MOTOR VEHICLE ACCIDENT SUMMARY

(This form must be completed before you see the doctor)

Name:

Date of accident:


Approx time of accident:


Location of the accident:


In which direction were you traveling?


Approx speed you were traveling?


Do you have any pre-existing injuries?



If yes, what are these injuries?


Were you the driver or the passenger of the motor-vehicle?


Were you wearing a seat belt?


Were you unable to get out of the vehicle unaided?


How much damage was done to the vehicle?

Were you taken to hospital?



If yes, name the hospital

Did you receive any medical treatment at the scene of the accident?


Motor –vehicle details of vehicle at fault: Make



Model

Year


Details of motorist responsible
Name of driver: 


Phone number: 


Address: 



Vehicle registration:
Make:
Model:

Has a police report been filed?    YES/NO        If yes report number:

Please give a description of the accident

…………………………………………………………………………………………………………

Please explain all of your complaints in detail that you wish to discuss with your doctor


As a result of the accident please tell us what normal activities you are now not able to do

Have you ever had any other motor vehicle accident claims? Please give details? …………………………………………………………………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………

If my claim for all Consultations/Examinations are rejected by either the insurance regulator. I am aware that I am responsible for the accounts in full.

Printed name……………………………………….Signature………………………………………….

