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     A U T O M O B I L E  A C C I D E N T  

I N S U R A N C E  I N F O R M A T I O N  

Patient name: _____________________________________         

Date: __________________ 

PRIMARY AUTOMOBILE INSURANCE 

1. Responsible Party's Auto Insurance Company: _________________________________ 

2. Responsible Party’s Auto Insurance Company Phone number: _____________________ 

3. Name on Responsible Party's Policy: _________________________________________ 

4. Responsible Party's Policy #: _______________________________________________ 

5. Incident Claim #: ________________________________________________________ 

6. Adjuster Name Assigned to Case: ___________________________________________ 

7. Phone Number for Adjuster Assigned to Case: _________________________________ 

8. Where to mail claims: _________________________________________________________ 

PATIENT’S AUTOMOBILE INSURANCE (IF DIFFERENT FROM RESPONSIBLE PARTY) 

1. Patient's Auto Insurance Company: __________________________________________ 

2. Phone Number for Patient’s Insurance Company: _______________________________ 

3. Name on Patient's Policy: __________________________________________________ 

4. Patient's Policy #: ________________________________________________________ 

ATTORNEY INFORMATION (IF APPLICABLE)  

1. Name of Attorney: _______________________________________________________ 

2. Address: _______________________________________________________________ 

                           _______________________________________________________________ 

3. Phone: _________________________________________________________________ 


