
 

ACCIDENT FACT SHEET  Date of Visit: 
CLIENT PERSONAL DATA 

Client Name: Home Phone: 

Address: Work Phone: 

City, State, Zip: Social Security #: 

Place of Employment: DOB: 

Name of Supervisor: Time Lost from Work: 

Position:   

Date/Time of Accident:   

Description of Accident:   

    

Bodily Injuries:   

    

Provider/Cost of Ambulance:   

Name/Address of Hospital:   

    

Names of Treating Physicians, including Physical Therapist:   

    
CLIENT INSURANCE INFORMATION 

Insurance Company Name: Phone Number: 

Insurance Company Address: Contact Person: 

Owner of Motor Vehicle: Claim/File #: 

Make/Model of Motor Vehicle:   

Insured:   
DEFENDANT INSURANCE INFORMATION 

Insurance Company Name: Phone Number: 

Insurance Company Address: Contact Person: 

Owner of Motor Vehicle: Claim/File #: 

Make/Model of Motor Vehicle:   

Insured:   
COMMENTS: 

    

    

    

    
    
    

 


