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PERSONAL INJURY CLIENT INTAKE FORM 

  FILE NO: _____________________ 
 

Attorneys Involved: Referred By: 

Name:  Spouse:                                               

PRIMARY PLAINTIFF 

Street Address/P.O. Box/Apt. No:                                                   

City/State/Zip:                                                   

Home Phone:                    Cell Phone:                  Work Phone:                    

Social Security No:   Birth Date:                           

EMAIL ADDRESS:                                                                                                                                

Client's Current Employer:  

EMPLOYMENT INFORMATION 

Street Address/P.O. Box:  

City/State/Zip:        

Position:         

Did you miss time off of work as a result of this accident : Yes.           No.      

*** PLEASE BE AS SPECIFIC AS POSSIBLE *** 

ACCIDENT INFORMATION 

Date of Incident:         

Location:        

Brief Description:  

  

Injuries:                                                                                                                                                                                                                                                                                                                                           
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HEALTH CARE PROVIDERS 
Name of Treating Physician:  

Street Address:  

City/State/Zip:         

       

Name of Provider:  

Street Address:  

City/State/Zip:         

 

Name of Provider:    

Street Address:  

City/State/Zip:         

 

Name of Treating Physician:  

Street Address:  

City/State/Zip:         

 

Name of Provider:  

Street Address:  

City/State/Zip:         

CLIENT CAR INSURANCE INFORMATION 

***VERY IMPORTANT PLEASE FILL THIS OUT*** 

Insurance Company:        

Street Address/P.O. Box:  

City/State/Zip:         

Insured:           

Type of Coverage:  
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CLIENT HEALTH INSURANCE CARRIER 

PLEASE PROVIDE A PHOTOCOPY OF YOUR HEALTH INSURANCE CARD 

***VERY IMPORTANT PLEASE FILL THIS OUT*** 

 

Insurance Company:        

Street Address/P.O. Box:  

City/State/Zip:         

Insured:          

DEFENDANT INSURANCE INFORMATION 

** IMPORTANT PLEASE FILL OUT ** 

Insurance Company:        

Street Address/P.O. Box:  

City/State/Zip:         

Insured:           

Type of Coverage:  

  

 

COMMENTS 
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