
Witness Statement Form 

 

Client’s Name: _____________________________________  Date of Injury: __________________ 

 

Your Name: _______________________________________________________________________ 

 

_______________________________________________  _______________________  _________ 

Address       City    State 

 

________________________      _________________________     __________________________ 

Telephone Number   Work Number    Other Numbers 

 

________________________      _________________________     Age:  ___________________ 

Occupation    Relationship    
 

STATEMENT 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

The information I have provided in this report is true and correct to the best of my knowledge. The 

information report contains everything I can recall. 

 

_______________________   _______________________________________________________ 

Date Witness Signature  


