
 SEQ CHAPTER \h \r 1 LONG TERM DISABILITY INTAKE QUESTIONNAIRE
MIKE MURBURG, P.A.
Please attach copy of Claimant’s Driver’s License
CLAIMANT INFORMATION
Referred By: Attorney:        Physician:       Newspaper:       Phonebook:       Internet:___

Name:                                                                                Date:                                      
Telephone Number: Home:                                          Work:                                          
Address:                                                                                                                           
Age:                         D/O/B:                     Place of Birth:                                                     Number of years lived in Florida:                Social Security #:                                          
Marital status:                                   Date of Marriage:                                                     
Spouse’s name:                                         Maiden name:                                                  

Spouse’s Social Security Number:                                                                                    
Other people to contact who will know whereabouts of client: 

Name                           Address                                     Phone                      Relationship                                                                                                                                                                                                                                                                                                                                                                                                                                        
LTD INFORMATION
Employer:                                                     Address:                                                      
                                                                                  Telephone:                                      
LTD Carrier Name:                                                                                                           
Address:                                                                                                                            
State:               Zip:                         Telephone:                           Claim #:                         
Plan/Policyholder Name:                                                                                                   
Policy #:                                          Address:                                                                    
State:               Zip:                     Telephone:                                                                      Benefits Representative:                                                     Claim #:                                 
Date of Onset of injuries:                             Date LTD Benefits began:                             
Amount of Benefits: $                    , week; $                      , month

Number of months/years which benefits are payable:            months;            years

Date of two year anniversary following receipt of LTD Benefits:                                        
List all injuries resulting in disability.  Beside each injury please note the doctor who gave the diagnosis:                                                                                                                                                                                                                                                         
Has an appeal been filed:                          D/filed:                         By whom?:                  
Effective Date of Denial:                           

Date appeal has to be filed by (180 days after Denial):                                     

Date Request for Review mailed:                     

Due Date for Final Determination due (45 days after E/C received Request for 

Review)                       
PRESENT EMPLOYMENT
Name and address of employer when disability began:                                                                                                                                                                                                  
Date you started with employer:                                                                                        

Date you last worked for employer due to disability:                                                          
Supervisor’s name:                                                                                                            
Job Title:                                                                                                                            
Job Description:                                                                                                                 
Yearly Salary:                                                        Bonuses:                                             
The reason you can no longer work for employer due to your disability:                                                                                                                                                                        
Does your employer offer, or is there a job within the company that you can perform considering your disability (i.e., sedentary work)?                                                                                                                                                                                                           
Other than LTD benefits, are you entitled to any other benefits from your employer (i.e., pension plan, 401K, etc.).  If so, please list them:                                                                                                                                                                                                          

EDUCATION/EMPLOYMENT HISTORY
Date graduated from high school:                       
Attended any trade schools attended:                                                                                 College attended:                                                                                                              
Year graduated college and degree received:                                                                  
College classes taken:                                                                                                      
Names of employers and job descriptions for the last 10 years:

Name




Job Description


Duration

HEALTH INSURANCE
Name of insurance company paying your medical bills:                                                    
Address of insurance company:                                                                                        
Policy Number:                                   Phone number of insurance co:                             
Named insured under the policy:                                                                                      
Name of Employer under insurance policy:                                                                      
SOCIAL SECURITY INFORMATION

Have you filed for SSI as a result of your disability?                                                         
Name, address and phone number of attorney representing you for SSI:                                                                                                                                                                      
Date SSI Petition filed:                             Date you were approved for SSI:                      

Amount of award you received:                      Amount of monthly SSI benefit:                    
TREATING PHYSICIANS
Name:                                                             Phone:                                                          Address:                                                                                                                              Specialty:                                                   Treating for:                                                      
Name:                                                             Phone:                                                          Address:                                                                                                                              Specialty:                                                   Treating for:                                                      
Name:                                                             Phone:                                                          Address:                                                                                                                              Specialty:                                                   Treating for:                                                      
Name:                                                             Phone:                                                          Address:                                                                                                                              Specialty:                                                   Treating for:                                                      
Name:                                                             Phone:                                                          Address:                                                                                                                              Specialty:                                                   Treating for:                                                      
Name:                                                             Phone:                                                          Address:                                                                                                                              Specialty:                                                   Treating for:                                                      
PRIOR ACCIDENT/ILLNESS
Date of Accident/Illness:                    Type of Accident/Illness:                                          Injuries or illness:                                                                                                               
Length and type of treatment:                                                                                            
Doctors & Addresses:                                                                                                                                                                                                                                                     
Full recovery: Yes:        No:         Disability:                                                                       
Law suit filed: Yes:        No:         Attorney who handled claim:                                         
Date of Accident/Illness:                    Type of Accident/Illness:                                          Injuries or illness:                                                                                                               
Length and type of treatment:                                                                                            
Doctors & Addresses:                                                                                                                                                                                                                                                     
Full recovery: Yes:        No:         Disability:                                                                       
Law suit filed: Yes:        No:         Attorney who handled claim:                                         
PRIOR CONVICTIONS
Crime details: When                                      Where                                                          
Felony/Misdemeanor                                           Disposition                                             
Explain:                                                                                                                              
Crime details: When                                      Where                                                          
Felony/Misdemeanor                                           Disposition                                             
Explain:                                                                                                                              
Prior Tax Return Information
Have you filed taxes for the past five years?                                                                     
If so, in what state were you living?                                                                                   
Do you have copies of your tax returns for the past five years? Yes           No         
Did you file jointly with your spouse? Yes            No            
INTERVIEWED BY:                                                                                                          
DATE:__________________






