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PASSENGER’S STATEMENT 
 
Name: __________________________________ Address: ______________________________________ 
Occupation: _____________________________ Employed by: __________________________________ 
Age: ___________ Driving Experience: _____________________________________________________ 
Date of accident: _____________________________ Hour ____________ Day or night? _____________ 
Location of accident: ____________________________________________________________________ 
Vehicle Year, Make, and Model (that you were in): ____________________________________________ 
Was the vehicle in good operating order at time of accident? _____________________________________ 
Owner’s Name/Address: __________________________________________________________________ 
Driver’s Name/Address: __________________________________________________________________ 
Other Passengers in Vehicle (Names & Addresses): ____________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
Injured Persons in Vehicle (Names & Specific Injuries): ________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
In which seat were you riding? _____________________________________________________________ 
Were you injured? __________________ What are your injuries? _________________________________ 
Name/Address of the Physician who is treating you: ____________________________________________ 
Street/highway on which your vehicle was traveling: ________________ Speed: _______ Direction: _____ 
Street/highway on which other vehicle was traveling: _______________ Speed: _______ Direction: _____ 
Weather Conditions: __________________________ Road Conditions: ____________________________ 
How far (feet) did your vehicle travel after impact? __________________ Other car? _________________ 
Did you see the other vehicle before the impact? _______________________________________________ 
If so, how far (feet) was it from you when you first saw it? _______________________________________ 
Which side and what part of your vehicle came into contact with other car? _________________________ 
Which side and what part of other vehicle came into contact with your vehicle? ______________________ 
What did your driver do to avoid the accident? ________________________________________________ 
What did you do? _______________________________________________________________________ 
Was your vehicle on its proper side of the roadway? _____________ Was other vehicle? ______________ 
If at night, what lights were turned on in your vehicle? __________________________________________ 
If at night, what lights were turned on in the other vehicle? ______________________________________ 
If at an intersection, which vehicle had the right of way? ________________________________________ 
Which vehicle entered the intersection first? __________________________________________________ 
What signal, if any, did your driver give? ____________________ Other driver? ____________________ 
Did your driver fail to stop at a stop sign, traffic light or signal? __________ Did other driver? _________ 
Did your driver violate any traffic law or ordinance? ________________ Did other driver? ____________ 
Did anyone involved in the accident appear to have been drinking? _________ Who? _________________ 
Who do you feel was at fault? _____________________________________________________________ 
Why? ________________________________________________________________________________ 
Names and addresses of witnesses: _________________________________________________________ 
______________________________________________________________________________________ 
 
Signature ___________________________________  Date: ______________________________ 


	Passenger Name: 
	Passenger Address: 
	Passenger Occupation: 
	Passenger Employment: 
	Passenger Age: 
	Passenger Driving Experience: 
	DOL: 
	DOL Hour: 
	DOL Day: 
	Accident Location: 
	Vehicle: 
	Vehicle Condition: 
	Owner: 
	Driver: 
	Passengers1: 
	Passengers2: 
	Passengers3: 
	Passengers4: 
	Injured1: 
	Injured2: 
	Injuries3: 
	Injuries4: 
	Seat: 
	You Injured: 
	Your Injuries: 
	Service Provider: 
	Your Road: 
	Your Speed: 
	Your Direction: 
	Their Road: 
	Their Speed: 
	Their Direction: 
	Weather: 
	Road Conditions: 
	Your Distance: 
	Their Distance: 
	See: 
	See Distance: 
	Your Contact: 
	Their Contact: 
	Driver Action: 
	Your Actions: 
	Your Side: 
	Their Side: 
	Your Lights: 
	Their Lights: 
	Right Of Way: 
	Intersection: 
	Your Signal: 
	Their Signal: 
	Your Stop: 
	Your Violation: 
	Their Violation: 
	Drinking: 
	Drinker: 
	Fault: 
	Fault Reason: 
	Witnesses1: 
	Witnesses2: 
	Current Date: 


