
 SEQ CHAPTER \h \r 1PERSONAL INJURY ACCIDENT INTAKE QUESTIONNAIRE

MIKE MURBURG, P.A.

(Negligence)
Today’s Date:                                      

Name:                                                                         Telephone #:                                            Address:                                                                      Cell Phone#:                                            City/Zip Code                                                               Work Phone#                                          Date of Birth:                                              
    E-Mail:                                           
How long lived in Florida:                                            Soc. Sec. #                                              If married, name of spouse:                                                                                                         Alternate Contact:                                                     Telephone #                                               How did you hear about us?                                                                                                        Date of Accident::                                          Time of Accident:                                        am/pm

Location of accident:                                                                                                                    Brief description of accident:                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    
Description of injuries:                                                                                                                                                                                                                                                                      Medical care from accident: Hospital:                                                                                          In Patient:                              Out Patient:                               Physicians seen due to accident:

Name:                                                 Address:                                                                           Name:                                                 Address:                                                                           Name:                                                 Address:                                                                         

Name:                                                 Address:                                                                           Name:                                                 Address:                                                                           Name:                                                 Address:                                                                         

Family Doctor:                                    Address:                                                                           Occupation:                                                                                                                                  At time of accident were you in the course of employment:                                                        Gross weekly wages or salary: $                                      Lost wages: $                                     Date returned to work:                              Are you eligible for or receiving the following benefits: Worker’s Compensation:                                                   Medicaid:                                           List names, addresses and dates of present employers:

                                                                                                                                     -                                                                                                                                                   -              Police agency taking report of accident:                                                                                    Emergency medical services provider:                                                                                        Name of your home insurance carrier:                                                                                    Policy #:                                                          Claim #:                                                                Adjustor:                                                            Telephone:                                                         Group health insurer:                                           Address:                                                          Group Number:                                                    Your Number:                                                
Owner’s Insurance Co.:                                                            Policy #:                                      Insurance address:                                                               Cost of repair: $                             
Photographs of area of accident:        Yes          No      

Prior injuries and accidents: (Please list all prior injuries and accidents and approximate dates for which you received hospital or medical treatment.)                                                                                                                                                                                                                    
Defendant’s name:                                                        Telephone #:                                      Address:                                                                                                                                       Defendant’s carrier:                                                       Adjustor:                                              Carrier’s address:                                                                                                                        Claim #:                                    Policy #:                                   Phone #:                                     Attorney notes:                                                                                                                                                                                                                                                                               





