IR1 ver.2.0

QUESTIONNAIRE

Please answer the questions that apply to you or your dependent’s treatment. If any of the information requested is
not applicable, you do not need to fill out that section. Please return this questionnaire regardless of your response.

Name: Date:
Preferred Contact Number: ( ) - Email:
Were you or your dependentateddue to any injury oaccident?’es No

* A. If no, what was the cause of the treatment?
* B. If yes, please answer the following:

* Whatwasthe exactlate ofthe accident?

* Whatwere the injurie8

* [s treatmenbngoing for the injuries? Yes No

» Wastheaccidentwork related? Yes No If soras aworker’'scompensation clairfiled?

Yes No

» Was anautomobilenvolvedand ifsowhat happened?

« If the treatmenivas not work related alue toanautoaccidentthenhowdid theinjury happerand on
whose propertylid the injury occur?

» Whatis the nameof thecompanyor person afault for theinjury?

1. The contact information of your Auto or 3. The other party's Auto or Insurance
Insurance Company in this matter, if any: Company contact information:
Name Name
Claim No. Claim No.
Adjuster Adjuster
Tel. No. Tel. No.
2. The name of the attorney in this matter, if 4. If a Worker's Compensation Claim was filed,
any: the Insurance Company contact information:
Name: Name
Tel. No. Claim No.
Adjuster

Tel. No.






