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Auto Accident Claims or Worker’'s Compensation

Auto Accident Cases

Do you have no-fault P.I.P. benefits or med-pay? _ _Yes __ No

Are there benefits left? _ Yes __ No

Do you have a deductible? _ Yes __ No

How much is your deductible? Has it been met? _ Yes __ No
If not, how much is left?

After your deductible is met, what percentage does your insurance cover? Yo

What are the policy limits:

Do you have uninsured motorist protection? _ _Yes __ _No

Were you at fault for this accident? _ _Yes __ _No
If yes, were you cited in the accident? ~_Yes __ No

Were youthe _ Driver __ Passenger __ Pedestrian

Was the impact fromthe _ Front _ Rear __ R.Side __ L.Side
If other please explain:

Did you feel pain immediately? __Yes ___No
If no, when did you first start feeling pain?
Since your injury, are your symptoms: __ Better ___Worse __ Unchanged

Information on Driver of Vehicle at Fault

Name: Phone:

Address:

Insurance Company: Pnone:

Policy Number:

Have you retained an attorney for this case? _ _Yes __ _No

Please explain in detail how your accident happened:




Work Related Injuries
Has injury been reported to supervisor? ___Yes __ No Please list supervisor’s

name: May we call employer
for authorization to treat you? _ Yes __ No Have you retained Worker's Compensation attorney for
this case? ___Yes __ No If yes, name and phone

#: Date and time injury
occurred: Date Time: AM/PM

Did you feel pain immediately after accident?
If yes, where?

Did you return to work immediately after accident? __Yes ___No
Were you unable to work for any amount of time? __Yes __ No
Dates: From__ / /  To_ [/ |
Are you currently working? _ _Yes __ No
For this company? _ _Yes _ No
If no, last date of employment:
If you have a new employer:
Name:
Address:
Phone #: Name of Supervisor:
Have you ever injured this area before? __Yes __ No
If yes, when? Did you miss time from work? __Yes ___No
Do any other medical problems affect your employment? __Yes __ No
During daily work or activities:
Do you feel pain or discomfort? __Yes __ _No
Do you compensate for injured areas? __Yes __ _No
Do you become fatigued easily? __Yes __ _No
Since the injury are your symptoms: _ Better __ Worse __ Unchanged
Have you ever had a worker’'s compensation claim before? __Yes __ _No

Please explain in detail how your accident happened:




