
MOTOR VEHICLE INTAKE FORM

Name :  _____________________________

Date of Accident:  ______________________

What state did the accident happen in :  ____________

What part of the body was injured in the accident :

_____________________________________________________________

_____________________________________________________________

_____________________________________________________________

Are you the owner of the automobile and the policyholder ?   YES  or No

Were you a passenger in this accident ?  YES  or No

Has your application for benefits form been completed and returned back to 
your insurance carrier ?  (Otherwise known as PIP application)  Yes  or  NO

Do you have an attorney for this accident ?    Yes   or    No

      If Yes, Name of  Attorney :  __________________________________

      Phone number for attorney:  ____________________________

 __________________________________________       ____________________
     Patient’s Signature Date

    
      10-30-07


