FIRST INITIAL CONSULTATION DATE: ___________________


VEHICLE ACCIDENT


GENERAL INFORMATION SHEET

NAME OF CLIENT: _________________________________________________

                _________________________________________________

MAILING ADDRESS: ________________________________________________

_________________________________________________________________

TELEPHONE NUMBER: _______________________________________________

_________________________________________________________________

(PLEASE PROVIDE ALL TELEPHONE NUMBERS THAT YOU CAN BE REACHED)
SOCIAL SECURITY NO.: ____________________________________________

DATE OF BIRTH: ___________________RACE:___________SEX:___________

NAME AND ADDRESS OF PERSON WE CAN CONTACT IN CASE OF AN EMERGENCY: ______________________________________________________

_________________________________________________________________

PASSENGERS IN YOUR CAR OR DRIVER OF CAR IF YOU WERE A PASSENGER- NAME AND ADDRESSES AND TELEPHONE NUMBERS: _________________________________________________________________

_________________________________________________________________

_________________________________________________________________

MAKE AND YEAR OF VEHICLE: _______________________________________

NAME OF YOUR INSURANCE COMPANY AND ADDRESS: _____________________ _________________________________________________________________

NAME OF CLAIMS AGENT AND PHONE NUMBER: __________________________

*****************************************************************


GENERAL INFORMATION ON OTHER PERSON TO WHOM SUIT MAY BE


FILED OR WHO FILED SUIT AGAINST OUR CLIENT

NAME: ___________________________________________________________

MAILING ADDRESS: ________________________________________________

TELEPHONE NUMBER: _______________________________________________

NAME OF EMPLOYER: _______________________________________________

MAILING ADDRESS: ________________________________________________

_________________________________________________________________

COUNTY COMPANY IS IN: ___________________________________________

NAME OF ATTORNEY, ADDRESS AND TELEPHONE NUMBER: _________________ 

_________________________________________________________________

PASSENGERS IN SAID AUTOMOBILE  - NAMES AND ADDRESSES, IF KNOWN:__________________________________________________________

_________________________________________________________________

_________________________________________________________________

MAKE AND YEAR OF THEIR VEHICLE: _________________________________

NAME OF INSURANCE COMPANY, ADDRESS AND TELEPHONE NUMBER: _________________________________________________________________

_________________________________________________________________

NAME OF CLAIMS ADJUSTER AND TELEPHONE NUMBER: ___________________

_________________________________________________________________

*****************************************************************


ACCIDENT INFORMATION
EXACT DATE AND TIME OF ACCIDENT: _______________________________

LOCATION OF ACCIDENT: ___________________________________________

COMPLETE DESCRIPTION OF HOW ACCIDENT OCCURRED:___________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

WEATHER CONDITIONS: _____________________________________________

NAME, ADDRESS, TELEPHONE NUMBERS OF WITNESSES TO ACCIDENT IF KNOWN: __________________________________________________________

_________________________________________________________________

_________________________________________________________________

PROVIDE A COPY OF AN ACCIDENT REPORT IF YOU HAVE ONE.  IF YOU DO NOT HAVE A REPORT, PLEASE LIST IF THERE WAS A REPORT, IF REPORT WAS WRITTEN BY A HIGHWAY PATROL, POLICEMAN, OR SHERIFF’S DEPUTY:

________________________________________________________________

________________________________________________________________

TYPE OF INJURIES RECEIVED BY YOU AND THE PASSENGERS IN YOUR 

VEHICLE: ________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

DOCTORS AND HOSPITALS IN ORDER OF TREATMENT:

PLEASE TRY TO GIVE EXACT DATES OF TREATMENT:

DATE:            NAME & ADDRESS:                 REFERRED BY:
____________    _____________________________    ______________

____________    _____________________________    ______________

____________    _____________________________    ______________

____________    _____________________________    ______________

____________    _____________________________    ______________

____________    _____________________________    ______________

____________    _____________________________    ______________

____________    _____________________________    ______________

DESCRIPTION OF MEDICAL TREATMENT:

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

NATURE AND EXTENT OF DISABILITY:

_________________________________________________________________

_________________________________________________________________

LIST ALL MEDICATIONS:

________________________________________________________________

_________________________________________________________________

_________________________________________________________________

*****************************************************************


ADDITIONAL INFORMATION

IF YOU ARE EMPLOYED, GIVE THE FULL NAME, ADDRESS AND TELEPHONE NUMBER OF YOUR EMPLOYER: ________________________________________

_________________________________________________________________

_________________________________________________________________

WHEN WERE YOU RELEASED TO RETURN TO WORK: _______________________

__________________________________________________________________________________________________________________________________

DO YOU HAVE ANY PERMANENT DISABILITY, IF SO, THE NATURE, DEGREE AND EXTENT OF INJURY:___________________________________________

________________________________________________________________

________________________________________________________________

HAVE YOU HAD ANY LOSS OF WAGE EARNING CAPACITY: ________________

________________________________________________________________

PLEASE LIST ALL DATES YOU HAVE MISSED WORK FOR THIS ACCIDENT:

_________________________________________________________________

________________________________________________________________

ANY PRIOR INJURIES FROM OTHER ACCIDENTS, ANY TYPE:

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

IF YOU FILED SUIT FOR PRIOR INJURIES OR ANY OTHER CLAIMS, PLEASE LIST THE NAME OF THE COURT, THE STYLE OF THE CASE, THE REASON FOR FILING, AND THE OUTCOME OF SAID SUIT: 

________________________________________________________________

_________________________________________________________________

_________________________________________________________________

BILLS INCURRED:

IF NOT PAID, LIST ALL BILLS THAT ARE OUTSTANDING OR YOU HAVE PAID (PROVIDE A RECEIPT)

NAME:         AMOUNT:           WHETHER PAID:       WHO PAID:

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

OTHER DOCTORS YOU HAVE SEEN PRIOR TO THIS ACCIDENT FOR ANY REASON, LIST THE NAME OF THE DOCTOR, ADDRESS, REASON FOR TREATMENT AND DATE.

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

OTHER DOCTORS YOU HAVE SEEN SINCE THE ACCIDENT FOR ANY REASON OTHER THAN THIS INJURY, LIST THE NAME OF THE DOCTOR, ADDRESS, REASON FOR TREATMENT.

________________________________________________________________

_________________________________________________________________

_________________________________________________________________

