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AUTO ACCIDENT CASE (NO FAULT) FORM   

TODAY’S DATE  ______________ 
 
NAME _____________________________________________  PHONE  _____________________ 
 
ADDRESS  ___________________________________________________________________________ 
 
DATE OF BIRTH  ______________________    SS#  ___________________    SEX:   MALE    FEMALE 
 
Name of Insured  __________________________________________    Primary Dr.  _________________ 
 
Name of Insurance Company   _________________________________________________ 
 
Address  ____________________________________________________  Phone  ____________________   
 
Claim #  ________________________  Policy #  __________  Primary Physician  ____________________ 
 
Date of Accident  _____________  Were the police notified?  YES  NO     Are you currently working?  YES NO   
 
Where and how did the accident occur?  ___________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
What parts of your body were injured?  ____________________________________________________ 
 
____________________________________________________________________________________ 
 
Attorney  _____________________________________________  Phone  _________________________ 
 
Address  _____________________________________________________________________________ 
 
OFFICE USE ONLY: 
 
Disability Status  ________________________________________________________________ 
 
Referral  ________________________________________________________________ 
 
Normal  


