
PERSONAL INJURY INSURANCE INFORMATION

Name_______________________________________   Date of injury__________________________

Liability established? yes  No       State in which accident was in _____________________________

Attorney?   Yes  No

 Name/ Firm _________________________________________________________________

 Address ____________________________________________________________________

 Phone______________________________________________________________________

Responsible Party’s Ins._______________________________________________________________

 Address ____________________________________________________________________

 Phone ______________________________________________________________________

 Policyholder’s Name ___________________________________________________________

 Policy # _____________________________________________________________________

 Claim # _____________________________________________________________________

Patient’s Auto Ins ___________________________        Adjuster_______________________________

  Address _____________________________________________________________________

 Phone __________________________________ Fax: ________________________________

 Policyholder’s Name ___________________________________________________________

 Policy # ______________________________________________________________________

 Claim # ______________________________________________________________________ 

             Is there Med pay? _____           Amount of Med pay ___________________________________

 Other providers seen? ____________________________ Amount Used?  _________________

Patient’s Health Ins____________________________________________________________________

 Address ______________________________________________________________________

 Phone: ______________________________________________________________________

 I.D. # __________________________ Group # _____________________________________


