
Name Type 	Phone# 	Amount of Bill 	Records Rec'd 

Health Insurance Company 	 Policy# 	  

Address 	 City 	 Zip 	 

Adjuster 	  Phone 	  

Car Insurance Company 	  

Address 	 City 	 Zip 	 

Adjuster 	 Phone 	  

Agent 	 Phone 	  

Policy # 	  Claim # 

What Medical Payments Coverage? What Uninsured Motorist Coverage? 

What Law Firm Represents You? 

Address City Zip 

Your Lawyer's Name? Phone 

Name of Insured on your Car Policy 
For office use only 

Patient # 

Date of Loss/Accident? 	  Date you first saw any Doctor after accident 	 

Cost of all medical treatment since the accident? $ 	 

How much income have you lost since the accident $ 	 

What is the property damage (repair amount) of your car? $ 

Name of your Personal M.D. 	 Phone 	  

Address 	 City 	 Zip 	 

Write any Ambulance, Hospital, M.D., Chiropractor, Dentist, Acupuncturist, PT, etc.  since accident  
For office use only 

Please use other side of page to write additional doctors & hospitals 

PATIENT INFORMATION 

Fame 	 Today's Date 	  I 
Date of Birth 	  Height 	  Weight 	 Dominant Hand? R L 

Address 	  City 	  Zip 	 

Phone (cell) 	  Phone (other) 	  

email 	 DL# 
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