AUTO-ACCIDENT INFORMATION FORM

Which office is your appointment with? Port Richey Trinity

YOUR FULL, LEGAL NAME:

DATE OF ACCIDENT:

WAS ANYONE ELSE IN THE VEHICLE WITH YOU? Y or N

IF SO, NAMES & AGES:

NAME OF YOUR INSURANCE COMPANY:

DATE YOU CALLED AND REPORTED YOUR ACCIDENT:

INSURANCE COMPANY MEMBER SERVICES PHONE NUMBER

CLAIM NUMBER:

CLAIM ADJUSTER NAME [if assigned]:

CLAIM ADJUSTER PHONE NUMBER:

HAVE YOU SEEKED TREATMENT BY ANY OTHER MEDICAL PROFESSIONAL? Y or N

YOUR ATTORNEY ON CASE, IF ALREADY HIRED:

ATTORNEYS PHONE NUMBER:

DID THE POLICE RESPOND TO THE SCENE: Y or N
DID YOU GO TO THE HOSPITAL BY AMBULANCE: Y or N
IF SO, WERE TESTS DONE AT THE HOSPITAL? Y or N

PLEASE BRING WITH YOU TO YOUR 1°" APPOINTMENT:

1. YOUR DRIVER’S LICENSE
2. YOUR INSURANCE CARD
3. NAME & ADDRESS OF ANY DOCTOR YOU’VE SEEN CONCERNING YOUR AUTO INJURIES

Family Medical Center — Port Richey Family Medical Center - Trinity
10806 US Hwy 19, Ste. 102A 2 Convenient Locations 2208 Duckslough Blvd., Ste. A
Port Richey, FL 34668 Trinity, FL 34655

727/861-7043 727/375-5885



