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NO-FAULT QUESTIONAIRE

Patient Name ____________________________________ Date of Injury_____________________

Policy #___________________________________  Claim #___________________________________

Policy Holder _________________________________________________________________________

Insurance Carrier Name _____________________________________________________________

Carrier’s Address __________________________________ Phone # ________________________

Attorney Name _________________________________ Phone # ___________________________

City/Town where injury occurred __________________________________________________
[bookmark: _GoBack]
Please describe specifically how the injury occurred as well as to list ALL body parts that were injured ________________________________________________________


Please describe how your injury is affecting your daily activities _______________


Are you currently working?  (  ) Yes   (  ) No

Are you disabled from working duties?  (  ) Yes   (  ) No
If yes, please list first date of disability ________________________

Was there any lost time from work?  (  ) Yes   (  ) No
If so, date you began disability _____________ Date returned to work ______________

I understand that I am financially responsible for non-covered services relative to my no-fault claim.


______________________________________			_____________________________
Patient Signature						Date
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