

Personal Injury/Workman’s Comp. Contact Form

Who is at fault?  ME or OTHER  Who’s Insurance will be covering care? ME or OTHER
Insurance Company:_______________________________________________________

Insurance Phone:____________________________ Fax:__________________________

Insurance Address:________________________________________________________

Insurance Claim #:________________________________________________________

Adjustors Name:__________________________________________________________

Adjustors Phone:_____________________________ Fax:_________________________






OR

Attorney Office:__________________________________________________________

Attorney Name:___________________________________________________________

Attorney Phone:_______________________________ Fax:_______________________

Attorney Address:_________________________________________________________

Contact Person:____________________________Position:________________________

Contact Phone:____________________________ Fax:___________________________





OR

Employer:_______________________________________________________________

Employer Address:________________________________________________________

Employer Phone:___________________________ Fax:___________________________

Contact Person:___________________________ Position_________________________

Contact Phone:_____________________________ Fax:__________________________

Employers Insurance Company:______________________________________________

Ins. Co. Address:__________________________________________________________

Ins. Co. Phone:________________________________ Fax:_______________________

Ins. Co. Contact Person:__________________________ Position:__________________

Ins. Co. Contact Phone:__________________________ Fax:______________________

