
                
    

 

 Member Notification          Attorney Inquiry             Other:      

Today’s date: Person Completing Form: 

PATIENT INFORMATION 

Patient Last Name:   First: Middle: Member ID:  

Is the Patient the Policy Holder?      Yes             No If No, Policy Holder Name:  

Date of Birth:  Home Phone No.:             E-Mail Address:   

Street address: City:                                           State:  Zip Code:  

Accident, Injury, Illness Occurred: (please check one box):         
  
 Home                Work                Motor Vehicle / Motorcycle 

 Another’s Home  – Provide Name and Address:   

 Public Place – Provide Name and Address:  

 Other – Provide Details:  

Describe the physical injury (specify right or left) and how it happened: 
       
   
                          

Date of Accident:     Date of First Treatment:      

 
 

ATTORNEY INFORMATION

Is an attorney involved?   Yes        No Name of Firm:  

Attorney’s Name:  Phone No.:  Fax No.:  

Street Address:                                            City: State: Zip Code: 

 

ADDITIONAL INFORMATION / NOTES
 

 Included with this form is a signed Authorization for Disclosure of Protected Health Information 
(not required if requested by member's legally authorized representative)

Has Suit been filed?         Yes        No 

  Yes        No 
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