                                                             

AUTO ACCIDENT

NAME______________________________________________________SEX_______________AGE____________

ADDRESS______________________________________________________________________________________

                                     STREET                          CITY                                  STATE                    ZIP

Date and time of accident__________________Where were you taken after the accident?_______________________________

Where did you feel pain?______________________________What are your symptoms?_____________________________________

Name of any other doctor consulted since your accident______________Treatment received?___________________________

How often did you receive care from other doctor?__________________ Have you retained an attorney?_________________

If so, his/her name, phone number and address?_____________________________________________________________________

Name of insurance company______________________________________Agent's name____________________________________

Address__________________________________________________________________________Phone____________________________

                      STREET                                     CITY                            STATE                   ZIP

Fax # ________________________________Auto Claim # ___________________________

PLEASE EXPLAIN FULLY HOW YOUR ACCIDENT HAPPENED:

(use reverse side if necessary)   Seat Belts    [] YES   [] NO


___________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________


OFFICE USE ONLY: 

________HCFA or ________ Receipt  *Paying after each visit ______  Paying monthly _______ Paying at settlement _________

Notes after each visit _____ Notes monthly ______ Notes other: ___________________ *Auto/state/DOI in Claim in TPS

