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GENERAL ACCIDENT QUESTIONNAIRE
	SECTION 1 - PERSONAL DETAILS

	Title: Mr/Ms/Miss/Mrs/other please specify
	Family Name:



	Other Names:


	Nationality:

	Date of Birth:
	Marital Status: single/married/  

divorced/living with partner



	Address:

Postcode:                                                                          

	Home Tel:


	Fax

	Work Tel:


	Mobile:

	Email:


	National Insurance No:

	Legal Expense Insurance (This should be checked on your household insurance and any other personal insurance policies)
Policy Number:

Policy Excess:

Name of Provider:

Address of Provider:



	(if under 18) Litigation Friend’s Details If Different From Above:



	GP’s Name and Address:


	SECTION 2 - ACCIDENT DETAILS

	Date of Accident:
	Time of Accident:

	Location of Accident: 



	Brief Circumstances of Accident:



	Name and Addresses of Other Parties Involved in Accident:



	Name and Address of Any Witness to Accident:



	Ambulance Called?  Y/N

Attend Hospital?      Y/N

If Yes, please state name and address of hospital:




	SECTION 3 - DETAILS OF INJURIES

	Nature of Injuries:



	Treatment Received:



	Effect of Injuries on Ability to Work



	Effect of Injuries on Domestic Life:



	Effect of Injuries on Hobbies/Leisure Activities:



	Effect of Injuries on Social Life:



	Effect of Injuries on Relationships/Sex Life:  




	SECTION 4 - LOSS AND DAMAGE

	4.1 Loss of Earnings 

Did you lose earnings as a result of the accident?   Y / N

If no, please go to 4.2. If yes, please answer (a) below if you were employed at the time of accident; (b) below if you were self-employed at the time of the accident; and (c) below if you were unemployed at the time of the accident.

	(a) Employed Before Accident 

	Employer’s Name:


	Employee Number:

	Employer’s Address:



	Job Title:


	Job Description:

	Average Gross Salary:



	Average Net Salary (after deductions for tax, NI etc):



	Paid: daily/weekly/monthly/other please specify 



	Bonuses:  Y / N


	Holiday Pay:  Y / N

	Overtime: Y / N


	Performance Related Pay:  Y / N

	Other Rewards eg lunch vouchers, free petrol and private healthcare



	Date Commenced Work:



	Time Off Work to Date:


	 Date Returned to Work:

	Missed Promotional Opportunities (If Any):



	Benefits Received to Date:




	(b) Self-Employed Before Accident 

	Name of Business:



	Type of Business:



	Payment: cash in hand/cheques/BACS/Other  please specify



	Gross Profit in Last Tax Year:



	Net Profit in Last Tax Year (after deductions for expenses, tax, NI, etc):



	Time Off Work to Date:


	Date Returned to Work:

	Missed Opportunities/Loss of Goodwill:



	Name and Address of Accountant:



	(c) Unemployed Before Accident

	Pre-Accident Vocation (If Any):



	Qualifications, Training and Experience:



	Employment History (Including Dates):



	Names and Addresses of Previous Employers:



	Length of Time Out of Work Prior to Accident:



	Details of Any Job Offers or Opportunities Received Prior to Accident:




	4.2 Pension Loss

	If you have a company or private pension and by reason of the accident you have been unable to make pension contributions, please complete the section below. If not, please go to 4.3.

	Company Pension:  Y / N


	Personal Pension:  Y / N

	Policy No:


	Waiver of Premium Benefit:  Y / N

	Details of Pension Provider:



	Copy of Pension Scheme Trust Deed Enclosed:  Y / N



	Copy of Pension Policy Booklet/Rules Enclosed:  Y / N

Intended Retirement Age: 50/55/60/65/Other please specify 



	4.3 Clothing

	(a) Clothing Destroyed/Damaged by the Accident (Including Shoes, Boots & Protective Clothing)

eg jacket ripped in accident bought 2 years ago for $100 value at time of accident $50 

	       ITEM
	 NATURE OF   

   DAMAGE
	        AGE
	   COST NEW 
	     APPROX   

   VALUE AT  

     TIME OF   

   ACCIDENT


	(b) Clothing Bought as a Result of the Accident (Including Shoes, Boots & Protective Clothing)

eg larger shoes and socks to fit over plaster cast 

	  DATE   BOUGHT


	  ITEM


	    REASON

BOUGHT


	COST


	  RECEIPT      ENCLOSED




	4.4 Possessions

eg damaged jewelry 

	        ITEM      
	 NATURE OF 

   DAMAGE
	         AGE
	  COST NEW
	    APPROX   

  VALUE AT   

    TIME OF   

  ACCIDENT




	4.5 Medical Expenses 

(a) Medical Treatment 

Eg private hospital and dental treatment as well as physiotherapy, osteopathy, chiropractic treatment, acupuncture etc. 

	  DATE


	ITEM


	COST


	  RECEIPT ENCLOSED:

  Y / N
	 COMMENT




	Are Your Medical/Dental Expenses Covered By Medical Insurance: Y / N

If so, please give the following details: 

	Medical Insurer:


	Address:


	Policy Number:



	Dental Insurer:
	Address:
	Policy Number:




	(b) Prescriptions and Medication

eg painkillers, sleeping tablets, anti-depressants, gels, creams and lotions

	  DATE


	ITEM


	COST


	  RECEIPT ENCLOSED:

  Y / N
	 COMMENT




	(c) Other 

eg supports, bandages and plasters

	  DATE


	ITEM


	COST


	  RECEIPT ENCLOSED:

  Y / N
	 COMMENT




	4.6 Travel 

Please include all costs incurred travelling to and from hospital, physiotherapy appointments, legal visits and experts 

	(a) Public Transport 

  Eg bus, tube and train etc

	  DATE


	DESTINATION


	        MODE OF TRANSPORTATION


	      COST 
	       RECEIPT    

     ENCLOSED

          Y / N




	(b) Travel by Car/Motorcycle

	  DATE


	DESTINATION


	         VEHICLE


	   ROUND    

      TRIP   

 MILEAGE 
	       PARKING  

    AND OTHER 

            FEES




	(c) Other

eg taxi fares, plane tickets etc 

	  DATE


	DESTINATION


	        MODE OF TRANSPORTATION


	      COST 
	       RECEIPT    

     ENCLOSED

          Y / N




	4.7 Care and Assistance 

If you have required any assistance with washing, dressing, cooking, cleaning or driving please complete the following section. If not, go to 4.8. 

	 (a) Professional Care

  eg nurse, home help or cleaner

	  DATE


	    NAME OF   

       CARER


	    TYPE OF CARE

       PROVIDED
	     TIME

    SPENT 
	           COST
     (PER HOUR)



	IS THE NEED FOR CARE CONTINUING?  Y / N

	 (b) Friends and Family

	  DATE


	    NAME OF   

       CARER


	    TYPE OF CARE

       PROVIDED
	     TIME

    SPENT 
	      ANY LOST 

      EARNINGS 
        


	IS THE NEED FOR CARE CONTINUING?  Y / N

	(d) Visits to hospital

Please complete this section if any friends or relatives incurred expenses visiting you in hospital

	  DATE


	    NAME OF   

     VISITOR


	        EXPENSES 
	  RECEIPT ENCLOSED

     Y / N  
	    COMMENT
         


	4.8 Aids & Equipment

Please complete this section if, as a result of the accident, you have had to buy any items to assist with daily life, eg a wheelchair, an orthopaedic pillow, a commode, a walking stick etc. If not, please go to 4.9 below. 

	  DATE


	       DATE   

    BOUGHT

	             COST
	  RECEIPT ENCLOSED

     Y / N  
	    COMMENT 
        


	4.9 Accommodation 

Please complete this section if you have had any difficulty with your present accommodation by reason of your injuries. If not, please go to 4.10.

	 Is your present accommodation suitable for your needs?  Y /  N

 If no, please state the reasons why it is unsuitable:


	Have you carried out any adaptations to your home as a result of the accident?  Y / N

If yes, please detail below:

	  DATE


	ADAPTATION

	             COST 
	  RECEIPT ENCLOSED

     Y / N  
	    COMMENT     
    


	 4.10 DIY/Decorating/Car Maintenance/Gardening 

(a) DIY and Decorating 

	Prior to the accident did you do any maintenance, repair or decoration work around your

house:  Y / N

	Have you had to pay anyone to carry out any DIY or decorating that, but for injuries, you would have done yourself?  Y / N

If yes, please detail the following making sure that all costs are for labor costs only 



	  DATE


	 WORK DONE


	             COST 
	  RECEIPT ENCLOSED

     Y / N  
	    COMMENT
         


	Do you have any outstanding jobs that need to be done that, but for your injuries, you would have done yourself?  Y / N

If yes, please provide the following details



	WORK TO    

 BE DONE


	  DATE TO BE

 COMPLETED
	    ESTIMATED 

          COST 
	ESTIMATE ENCLOSED

     Y / N  
	    COMMENT 
       


	 Do you have a continuing need for assistance with DIY and decorating? Y / N

	(b) Vehicle Maintenance 

	Did you undertake your own vehicle maintenance prior to the accident? Y / N
If yes, by reason of your injuries, have you been prohibited from undertaking 

this work? Y / N



	If yes, have you paid anyone to do repair or maintenance work that, but for your injuries, you would have done yourself? Y / N

If yes, please provide details below



	  DATE


	    VEHICLE

	      WORK DONE 
	     COST  
	    COMMENT         


	Do you have any continuing need for assistance with vehicle maintenance? Y / N

	(c) Gardening

	Do you have a garden? Y / N

 If yes, prior to the accident, did you tend to the garden yourself? Y / N

 If yes, by reason of your injuries, have you had to pay anyone to tend to the garden? Y/N

 If yes, please complete the following details 

	  DATE


	 WORK DONE


	             COST 
	  RECEIPT ENCLOSED

     Y / N  
	    COMMENT   
      


Do you have a continuing need for assistance with your garden? Y / N

	4.11 Special Items of Expenditure 

Please set out any “one-off” or special items of expenditure such as a new car, a special diet or a mobile phone. If you have no such expenses, please go to 4.12.

	  DATE


	         ITEM


	             COST 
	  RECEIPT ENCLOSED

     Y / N  
	    COMMENT         


	4.12 Debts or Charges

Have you incurred any debts or charges as a result of the accident such as overdraft

interest or interest on loan: Y / N

If yes, please detail below. If not, please go to 4.13 below.

	  DATE


	    AMOUNT


	        CREDITOR 
	  RECEIPT ENCLOSED

     Y / N  
	    COMMENT         


	4.13 Miscellaneous

	(a) Incidental Expenses

Please estimate the amount you have spent to date on postage, telephone calls, stationary, faxes and photocopying pursuing your claim:



	 (b) Photographic Charges 

	  DATE


	    SUBJECT OF PICTURES 


	           COST
	  RECEIPT ENCLOSED

     Y / N  
	    COMMENT
         


	(c) Other

Please give details of any other items of loss or expenses not covered above

	  DATE


	         ITEM


	            COST 
	  RECEIPT ENCLOSED

     Y / N  
	    COMMENT         


	SECTION 5 – CONSENT FORMS AND DECLARATION

	5.1 General Practitioner Records 

I,                     , hereby authorize the release of all my general practitioner records to

_______________________located at ______________________.

I confirm that the records are sought in relation to a claim for personal injury arising out

of an accident and that no action is intended against (counsel) _____________________.

	 Signed:
	Dated:

	 5.2 Hospital Records
I,                     , hereby authorize the release of all my hospital records to

_______________________located at ______________________.

I confirm that the records are sought in relation to a claim for personal injury arising out

of an accident and that no action is intended against (health authority) ______________.

	Signed:
	Dated:

	5.3 Declaration

I believe the facts stated in the above questionnaire are true.



	Signed:
	Dated:


	SECTION 6 - ROAD TRAFFIC ACCIDENTS

	 Only complete this section if you sustained your injuries in a road traffic accident

	6.1 Insurance

	Is your policy comprehensive or third party fire & theft?


	How much is your insurance policy excess?



	 Do you have a receipt for your policy excess?  Y / N



	 Did you lose your no claims bonus as a result of the accident?  Y / N


	 Have your insurance premiums gone up as a result of the accident?
 If yes, please state by how much:



	 5.2 Pre-accident value/repairs 

	(a) Write-offs 

	 If your vehicle was an economic write-off by reason of the accident, please state the 

 approximate pre-accident value of your vehicle minus any salvage or scrap value:



	(b) Repaired 

	If your vehicle has been repaired already following the accident, please state how much it cost to repair (and provide an invoice for the same):



	(c) Awaiting Repairs 

	If your vehicle is still awaiting repairs, please give an estimate regarding the work that needs to be done:

 

	 6.3 Recovery and storage charges 

	 Did you have to pay someone to recover your vehicle? Y / N

 If yes, please state how much it cost:

 How much did it cost?

 Receipt or invoice enclosed? Y / N  



	6.4 Contents of Vehicle

	 Were any goods lost, damaged or destroyed by accident,

 eg shopping, cassette tapes or Christmas presents?  Y / N

 If yes, please provide the following details:
  

	  DATE


	        ITEM


	   COST          


	       RECEIPT    

     ENCLOSED:

          Y / N
	      COMMENT



	6.5 Hire Charges

	 Did you need to hire a replacement vehicle? Y / N

 If yes, please state whether you had to pay for the hire charges or whether they were given to you on credit:  PAID FOR / CREDIT 

 Copy of hire receipt/invoice enclosed: Y / N
 Please complete the following details:
  

	  DATE

 HIRED
	           DATE   

      RETURNED

	     HIRE          

COMPANY

	    MAKE AND
    MODEL OF

VEHICLE HIRED
	          COST



	6.6 Loss of Use

	 Was your vehicle unroadworthy for any period of time because of the accident? Y / N

	 If yes, please state the period of time you were without the use of your car:



	 How often did you use your car prior to the accident?



	 Were you entitled to a courtesy car under the terms of your insurance? Y / N   

	 Did you have access to an alternative vehicle following the accident? Y / N

	 Were you entitled to a courtesy car under the terms of your insurance? Y / N

	 Did you have access to an alternative vehicle following the accident? Y / N

	 Were you able to rely upon friends and family to give you a lift? Y / N

	 Please state any costs or expenses incurred by being unable to use your vehicle:

 

	 Please detail any particular inconvenience caused by being unable to use your vehicle:

 

	 6.7 Loss of Profits

	 Was your vehicle used by you for business? Y / N


	 Did you lose any money as a result of being unable to use your vehicle? Y / N

 If so, please state the amount lost and how that money was lost:



	 6.8 Lost Car Tax/Insurance/MOT

	 Did you lose the use of any unexpired portion of your car tax? Y / N

 If yes, please state the approximate amount lost:

 Did you attempt to reclaim the value of your car tax? Y / N

 If you did not attempt to reclaim its value, please state the reasons why not:



	 Did you lose the use of any unexpired portion of your insurance? Y / N

 If yes, please state the approximate amount lost:

 Did you attempt to reclaim the value of your lost insurance? Y / N

 If you did not attempt to reclaim its value, please state the reasons why not:  

	 Did you lose the use of any unexpired portion of your MOT? Y / N

 If yes, please state the approximate amount lost:



	 6.9 Lost Petrol 

	 Did you have any petrol in the car that as a result of the accident you were 

 unable to use? Y / N

 If yes, please state the type of petrol: un-leaded/leaded/diesel/super/other, please specify

 How full was your tank prior to the accident?

 What was the approximate cost of the lost petrol?



	SECTION 5 – CONSENT FORMS AND DECLARATION

	5.1 General Practitioner Records 

I,                     , hereby authorize the release of all my general practitioner records to

_______________________located at ______________________.

I confirm that the records are sought in relation to a claim for personal injury arising out

of an accident and that no action is intended against (counsel) _____________________.

	 Signed:
	Dated:

	 5.2 Hospital Records
I,                     , hereby authorize the release of all my hospital records to

_______________________located at ______________________.

I confirm that the records are sought in relation to a claim for personal injury arising out

of an accident and that no action is intended against (health authority) ______________.

	Signed:
	Dated:

	5.3 Declaration

I believe the facts stated in the above questionnaire are true.



	Signed:
	Dated:



