CLIENT QUESTIONNAIRE

PURPOSE:
DETAILED INFORMATION ABOUT CLIENT’S BACKGROUND AND HISTORY 


OF ACCIDENT AND INJURIES

PERSONAL INJURY INTAKE SHEET

PLEASE ANSWER EVERY QUESTION FULLY AND ACCURATELY, BECAUSE, AS YOUR ATTORNEYS, WE MUST KNOW ALL ABOUT YOU AND YOUR CASE.  ONE SURPRISE BECAUSE OF AN INCORRECT OR INCOMPLETE ANSWER COULD DAMAGE YOUR CASE.  ALL OF THE QUESTIONS ARE IMPORTANT EVEN THOUGH THEY MAY NOT APPEAR TO HAVE ANYTHING TO DO WITH YOUR CASE.

I affirm under the pains and penalties of perjury that the following answers are true.







________________________________________ 







CLIENT’S SIGNATURE







DATE:___________________________________ 

PLAINTIFF INFORMATION

PLAINTIFF/CLIENT’S NAME:______________________________________________________
PRESENT STREET ADDRESS:______________________________________________________


CITY/STATE/ZIP:___________________________________________________
PREVIOUS ADDRESS, IF ANY: STREET:______________________________________________


CITY/STATE/ZIP:____________________________________________________
TELEPHONE NUMBER W/ AREA CODE:_______________________________________________

NUMBER OF YEARS AT PRESENT ADDRESS:___________________________________________
NUMBER OF YEARS AT PREVIOUS ADDRESS:__________________________________________
INCLUDE ALL NAMES YOU HAVE USED WITHIN LAST SIX (6) YEARS:

_______________________________________________________________________________
_______________________________________________________________________________

YOUR SOCIAL SECURITY NUMBER:___________________________________________________
YOUR DRIVER’S LICENSE NUMBER AND STATE:_________________________________________
BIRTHPLACE:___________________________BIRTHDATE:________________________________
[] MARRIED
[] SINGLE
[] DIVORCED
[] SEPARATED   [] WIDOWED
IF MARRIED, DATE OF MARRIAGE:____________
PLACE OF MARRIAGE:_________________
IF DIVORCED, DATE OF DIVORCE:____________
PLACE OF DIVORCE:__________________
SPOUSE’S NAME:______________________________BIRTHDATE:_______________________
MOTHER’S NAME:_________________________FATHER’S NAME:________________________
PARENT’S ADDRESS:_____________________________________________________________


        _____________________________________________________________
PARENT’S TELEPHONE:  (      )_____________________________________________________
PLEASE LIST NAMES, AGES AND ADDRESSES OF ALL THOSE (INCLUDING CHILDREN) WHO ARE DEPENDENT UPON YOU FOR SUPPORT, AND YOUR RELATIONSHIP TO EACH:

NAME & ADDRESS



AGE

RELATIONSHIP

_________________________________
_____

__________________________

_________________________________

_________________________________

_________________________________
_____

__________________________
_________________________________
_________________________________
_________________________________
_____

__________________________
_________________________________
_________________________________
IF YOU ARE ACTING ON BEHALF OF A DECEASED RELATIVE, PLEASE LIST THE NAMES, ADDRESSES, TELEPHONE NUMBERS, AND RELATIONSHIPS TO DECEDENT OF THE DECEDENT’S IMMEDIATE FAMILY:

NAME:_________________________
NAME:______________________________

ADDRESS:______________________
ADDRESS:___________________________


    ______________________

    ___________________________

TELEPHONE:(    )________________
TELEPHONE:(    )_____________________

RELATION:_____________________
RELATION:__________________________

NAME:_________________________
NAME:______________________________

ADDRESS:______________________
ADDRESS:___________________________

              ______________________
               ___________________________

TELEPHONE:(    )________________
TELEPHONE:(    )_____________________

RELATION:_____________________
RELATION:__________________________

NAME:_________________________
NAME:______________________________

ADDRESS:______________________
ADDRESS:___________________________

              ______________________

    ___________________________

TELEPHONE:(    )________________
TELEPHONE:(    )_____________________

RELATION:_____________________
RELATION:__________________________
NAME:_________________________
NAME:______________________________

ADDRESS:______________________
ADDRESS:___________________________

              ______________________

    ___________________________

TELEPHONE:(    )________________
TELEPHONE:(    )_____________________

RELATION:_____________________
RELATION:__________________________

PLEASE LIST THE ADDRESSES WHERE YOU HAVE RESIDED DURING THE PAST 10 YEARS AND GIVE THE PERIOD OF TIME AT EACH RESIDENCE:

RESIDENCE ADDRESS





FROM/TO

_________________________________________

_______________________

_________________________________________

_______________________

_________________________________________

_______________________

_________________________________________

_______________________

_________________________________________

_______________________

_________________________________________

_______________________

_________________________________________

_______________________

_________________________________________

_______________________

_________________________________________

_______________________

_________________________________________

_______________________

MICHIGAN RESIDENTS

ARE YOU A MICHIGAN RESIDENT?:



[   ] YES 
NO [   ]

IS THE DEFENDANT A MICHIGAN RESIDENT?:

[   ] YES
NO [   ]

DO YOU HAVE MICHIGAN NO FAULT INSURANCE?:

[   ] YES
NO [   ]

IS THERE A PIP (PERSONAL INJURY PROTECTION) 

RIDER ON YOUR POLICY?:




[   ] YES
NO [   ]

WERE YOU IN A VEHICLE OWNED BY A MICHIGAN

RESIDENT?:






[   ] YES
NO [   ]
EMPLOYMENT INFORMATION

NAME OF EMPLOYER: (IF UNEMPLOYED, LAST EMPLOYER):_______________________

ADDRESS OF EMPLOYER:___________________________________________________

 


     ___________________________________________________

TELEPHONE:(    )_________________________________________________________

HUMAN RESOURCES MANAGER:_____________________________________________

SUPERVISOR:____________________________________________________________

JOB TITLE AND TYPE OF WORK:_____________________________________________

PRESENT RATE OF PAY:$_____________________________(PER WEEK/MONTH/YEAR)

HOURS WORKED EACH WEEK:_______________________________________________

DO YOU REGULARLY WORK OVERTIME?___________________ IF SO, PLEASE INDICATE APPROXIMATE AMOUNT OF TIME & RATE OF PAY:

_______________________________________________________________________

DO YOU RECEIVE TIPS OR OTHER TYPE OF INCOME?_______________ IF SO, INDICATE:

TYPE OF INCOME


AMOUNT

PER WEEK/MONTH/YEAR

____________________

$___________
_______________________

________________________
$___________
_______________________

WHEN DID YOU FIRST BEGIN WORKING FOR YOUR EMPLOYER?___________________

IF UNEMPLOYED, WHEN DID YOU LEAVE YOUR EMPLOYER?________________________

REASON FOR LEAVING:____________________________________________________

WHAT WAS YOUR REPORTED INCOME THE YEAR BEFORE YOUR ACCIDENT?

$______________________________________________________________________

WERE YOU WORKING FOR YOUR EMPLOYER AT THE TIME THE INJURY OCCURRED?

_______________________________________________________________________

HAVE YOU APPLIED FOR WORKER’S COMPENSATION BENEFITS AS A RESULT OF YOUR ACCIDENT? __________  IF SO, PLEASE INDICATE THE AMOUNTS PAID OR RECEIVED BY YOU TO DATE:

$______________________________________________________________________

STATE YOUR EMPLOYMENT HISTORY FOR THE PAST TEN YEARS:

NAME OF EMPLOYER:_____________________________________________________

ADDRESS:_______________________________________________________________

PERIOD OF EMPLOYMENT: FROM:________________________ TO:________________

POSITION:__________________________ SALARY:_____________________________

REASON FOR LEAVING:____________________________________________________

NAME OF EMPLOYER:_____________________________________________________

ADDRESS:_______________________________________________________________

PERIOD OF EMPLOYMENT: FROM:________________________ TO:________________

POSITION:__________________________ SALARY:_____________________________

REASON FOR LEAVING:____________________________________________________

NAME OF EMPLOYER:_____________________________________________________

ADDRESS:_______________________________________________________________

PERIOD OF EMPLOYMENT: FROM:________________________ TO:________________

POSITION:__________________________ SALARY:_____________________________

REASON FOR LEAVING:____________________________________________________

IS YOUR SPOUSE EMPLOYED?________ IF SO, PLEASE INDICATE:

EMPLOYER’S NAME:_____________________ TELEPHONE:(   )____________________

ADDRESS OF SPOUSE’S EMPLOYER:__________________________________________





         __________________________________________

PRESENT RATE OF PAY: $____________________________(PER WEEK/MONTH/YEAR)

AVERAGE YEARLY INCOME OF SPOUSE: $_____________________________________

HOW LONG EMPLOYED WITH THIS EMPLOYER?________________________________

SPOUSE’S EMPLOYMENT HISTORY FOR PAST FIVE YEARS

NAME OF EMPLOYER:_____________________________________________________

ADDRESS:_______________________________________________________________

PERIOD OF EMPLOYMENT: FROM:________________________ TO:________________

POSITION:__________________________ SALARY:_____________________________

REASON FOR LEAVING:____________________________________________________

NAME OF EMPLOYER:_____________________________________________________

ADDRESS:_______________________________________________________________

PERIOD OF EMPLOYMENT: FROM:________________________ TO:________________

POSITION:__________________________ SALARY:_____________________________

REASON FOR LEAVING:____________________________________________________

POLICE RECORD
HAVE YOU EVER BEEN CONVICTED OF A FELONY?____________________ IF SO, PLEASE DESCRIBE AS FOLLOWS:

DATE OF FIRST CONVICTION:_________________ PLACE:____________________

CHARGE:___________________________________RESULT:___________________

DATE OF SECOND CONVICTION:_________________ PLACE:____________________

CHARGE:_____________________________________RESULT:___________________

HAVE YOU EVER BEEN CONVICTED OF A CRIME INVOLVING DISHONESTY (THEFT, CHECK DECEPTION, FORGERY, FRAUD)

DATE OF FIRST CONVICTION:_________________ PLACE:____________________

CHARGE:___________________________________RESULT:___________________

DATE OF SECOND CONVICTION:_________________ PLACE:____________________

CHARGE:____________________________________ RESULT:___________________

CLAIMS AND LAWSUITS
HAVE YOU EVER BEEN INVOLVED IN ANY CLAIM OR LAWSUIT, EXCLUDING DIVORCE?

______________________________________________________________________

IF SO, LIST BELOW EVERY CLAIM YOU HAVE MADE FOR MONEY OR LAWSUIT IN WHICH YOU HAVE EVER BEEN INVOLVED:

DATE:___________________ PLACE:_________________________________________

AGAINST WHOM:_________________________________________________________

NATURE OF CLAIM:_______________________________________________________

RESULT:________________________________________________________________

DATE:___________________ PLACE:_________________________________________

AGAINST WHOM:_________________________________________________________

NATURE OF CLAIM:_______________________________________________________

RESULT:________________________________________________________________

DATE:___________________ PLACE:_________________________________________

AGAINST WHOM:_________________________________________________________

NATURE OF CLAIM:_______________________________________________________

RESULT:________________________________________________________________

INSURANCE INFORMATION

DO YOU HAVE HEALTH OR AUTO INSURANCE?_______________ IF SO, PLEASE INDICATE:

NAME OF HEALTH INSURANCE COMPANY:___________________________________

STREET ADDRESS:______________________________________________________

CITY/STATE/ZIP: _______________________________________________________

ADJUSTER’S NAME:______________________________________________________

TELEPHONE:(    )_______________________ POLICY NUMBER:__________________

NAME OF AUTO INSURANCE COMPANY:___________________________________

STREET ADDRESS:______________________________________________________

CITY/STATE/ZIP: _______________________________________________________

ADJUSTER’S NAME:______________________________________________________

TELEPHONE:(    )_______________________ POLICY NUMBER:__________________

HAVE YOU EVER HAD INSURANCE OF ANY KIND DECLINED OR CANCELLED?______________ IF SO, GIVE REASON:

_______________________________________________________________________

_______________________________________________________________________

EDUCATION
PLEASE GIVE YOUR EDUCATIONAL BACKGROUND, LISTING NAMES OF SCHOOLS ATENDED, ADDRESSES, YEARS ATTENDED AND ANY DEGREES OBTAINED:

NAME & ADDRESS OF SCHOOL
YEAR ATTENDED
DEGREE

_________________________
______________
________________

_________________________


_________________________

_________________________
______________
_________________

_________________________

_________________________

MEDICAL HISTORY BEFORE ACCIDENT

HAVE YOU BEEN HOSPITALIZED AT ANY TIME BEFORE THIS ACCIDENT?____________ IF SO, LIST BELOW ALL PRIOR HOSPITALIZATIONS:

DATE

NAME OF DOCTOR

DURATION

NATURE OF ILLNESS



AND HOSPITAL

_______
__________________
___________

_________________



__________________

_______
__________________
___________

_________________



__________________

_______
__________________
____________
_________________



__________________

HAVE YOU HAD ANY PHYSICAL EXAMINATIONS BEFORE THIS ACCIDENT?___________ IF SO, LIST BELOW ALL PHYSICAL EXAMINATIONS FOR FIVE YEARS BEFORE THIS ACCIDENT:

DATE

PLACE


NAME OF DOCTOR

PURPOSE

_______
______________
____________________
_________

_______
______________
____________________
_________

_______
______________
____________________
_________

_______
______________
____________________
_________

_______
______________
____________________
_________

HAVE YOU HAD ANY ACCDIENTS OR INJURIES BEFORE THIS ACCIDENT?_________ IF SO, LIST BELOW EVERY SUCH ACCIDENT OR INJURY AND WHETHER THERE WAS A CLAIM FOR DAMAGES OR NOT:

DATE:____________________ PLACE:________________________________________

NATURE OF ACCIDENT/INJURY:_____________________________________________

NAME OF TREATING PHYSICIAN:______________________________CLAIM?________

DATE:____________________ PLACE:________________________________________

NATURE OF ACCIDENT/INJURY:_____________________________________________

NAME OF TREATING PHYSICIAN:______________________________CLAIM?________

DATE:____________________ PLACE:________________________________________

NATURE OF ACCIDENT/INJURY:_____________________________________________

NAME OF TREATING PHYSICIAN:______________________________CLAIM?________

HAVE YOU HAD ANY CHRONIC ILLNESSES OR DISEASES BEFORE THIS ACCIDENT?

______________________ IF SO, LIST EVERY SUCH ILLNESS OR DISEASE SUFFERED IN THE FIVE YEARS BEFORE THIS ACCIDENT:

__________________________________________________________________________________________________________________________________________________________________________

HAVE YOU HAD ANY OTHER CHRONIC HEALTH PROBLEMS OR DISABILITIES?________

IF SO, LIST THEM BELOW:

_________________________________________________________________________________________________________________________________________________________________________
DID YOU USE ANY DRUGS OR MEDICATION REGULARLY BEFORE THE ACCIDENT?____

IF SO, LIST THE TYPE OF DRUG AND REASON FOR USE:

_______________________________________________________________________

_______________________________________________________________________

HAVE YOU EVER HAD ANY BROKEN BONES?________ IF SO, GIVE DATE AND CIRCUMSTANCES:

DATE:_____________CIRCUMSTANCES:_______________________________________

DATE:_____________CIRCUMSTANCES:_______________________________________

MILITARY BACKGROUND

WHERE YOU IN THE MILITARY SERVICE?__________DATES: FROM_______TO_______

TYPE OF DISCHARGE:__________________BRANCH OF SERVICE:_________________

ANY SERVICE-CONNECTED INJURIES?______________IF SO, DESCRIBE DETAILS:

_______________________________________________________________________

_______________________________________________________________________

HAVE YOU RECEIVED OR DO YOU RECEIVE PAYMENTS FROM VA, SOCIAL SECURITY OR OTHER SOURCE? ________________________________________________________________

CLAIM NUMBER:__________________________________________________________

FACTS OF THE ACCIDENT

DATE:__________________DAY:_________________________TIME:______________

DESCRIBE WHAT HAPPENED:_______________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

WERE POLICE CALLED TO THE SCENE OF THE ACCIDENT?________________________

IF SO, DID THE POLICE OR ANYONE ELSE TAKE PHOTOGRAPHS OF THE ACCIDENT SCENE?______________________________________________________________

IF SO, PLEASE PROVIDE THE NAME OF THE POLICE DEPARTMENT OR OTHER PERSON WHO HAS POSSESSION OF SUCH PHOTOGRAPHS:

_______________________________________________________________________

TO YOUR KNOWLEDGE, DID ANY ONE ELSE INVESTIGATE THE ACCIDENT OR PREPARE AN INCIDENT REPORT?_________________________ IF SO:

NAME OF PERSON WHO INVESTIGATED THE ACCIDENT:_________________________

NAME OF INVESTIGATOR’S EMPLOYER:_______________________________________

INVESTIGATOR’S TITLE OR POSITION WITH EMPLOYER:_________________________

NAME OF PARTY POSSESSING INVESTIGATOR’S REPORT:________________________

FACTS CONCERNING THE DEFENDANT

NAME AND ADDRESS OF PERSON (DEFENDANT) RESPONSIBLE FOR ACCIDENT:

FULL NAME OF DEFENDANT:________________________________________________

STREET ADDRESS:________________________________________________________

CITY/STATE/ZIP:_________________________________________________________

NAME OF DEFENDANT’S EMPLOYER:__________________________________________

NAME OF DEFENDANT’S SPOUSE:____________________________________________

NAME OF DEFENDANT’S INSURANCE COMPANY:________________________________

STREET ADDRESS:________________________________________________________

CITY/STATE/ZIP:_________________________________________________________

ADJUSTER’S NAME:___________________________PHONE:(   )___________________

DO YOU KNOW WHAT THE DEFENDANT’S FINANCIAL CIRCUMSTANCES ARE WITHOUT REGARD TO ANY INSURANCE HE/SHE MIGHT HAVE?___________ IF SO, PLEASE SPECIFY:

_______________________________________________________________________

_______________________________________________________________________

GIVE YOUR OBSERVATION ABOUT THE DEFENDANT AS A PERSON:

__________________________________________________________________________________________________________________________________________________________________________

NAME OF SECOND PERSON RESPONSIBLE FOR ACCIDENT:_______________________

STREET ADDRESS:________________________________________________________

CITY/STATE/ZIP:_________________________________________________________

NAME OF SECOND PERSON’S INSURANCE COMPANY:____________________________

STREET ADDRESS:________________________________________________________

CITY/STATE/ZIP:_________________________________________________________

ADJUSTER’S NAME:___________________________POLICY #:____________________

POLICY LIMITS:______________________________CLAIM #:_____________________

NAME OF THIRD PERSON RESPONSIBLE FOR ACCIDENT:_________________________

STREET ADDRESS:________________________________________________________

CITY/STATE/ZIP:_________________________________________________________

NAME OF THIRD PERSON’S INSURANCE COMPANY:____________________________

STREET ADDRESS:________________________________________________________

CITY/STATE/ZIP:_________________________________________________________

ADJUSTER’S NAME:___________________________POLICY #:____________________

POLICY LIMITS:______________________________CLAIM #:_____________________

OTHER INJURED PARTIES

WERE OTHER PARTIES, OTHER THAN THE PLAINTIFF, INJURED IN THIS ACCIDENT?

___________________________ IF SO, PLEASE INDICATE THE FOLLOWING:

NAME OF SECOND INJURED PARTY:__________________________________________

STREET ADDRESS:________________________________________________________

CITY/STATE/ZIP:_________________________________________________________

TELEPHONE#:________________________________ BIRTHDATE:_________________

RELATIONSHIP TO YOU:___________________________________________________

NAME OF THIRD INJURED PARTY:___________________________________________

STREET ADDRESS:________________________________________________________

CITY/STATE/ZIP:_________________________________________________________

TELEPHONE#:________________________________ BIRTHDATE:_________________

RELATIONSHIP TO YOU:___________________________________________________
WITNESS TO THE ACCIDENT

LIST THE NAMES, ADDRESSES, AND TELEPHONE NUMBERS OF ALL WITNESSES TO THE ACCIDENT, AND ANY OTHER PERSONS WHO MAY BE OF ASSISTANCE IN TESTIFYING ABOUT YOUR CASE, YOUR INJURIES OR CHANGES IN YOUR ACTIVITIES SINCE THE ACCIDENT:

NAME OF FIRST WITNESS:__________________________________________________

ADDRESS:_______________________________________________________________

TELEPHONE:(   )_____________ AGE:__________ EMPLOYMENT:__________________

NATURE OF TESTIMONY:___________________________________________________

NAME OF SECOND WITNESS:_______________________________________________

ADDRESS:_______________________________________________________________

TELEPHONE:(   )_____________ AGE:__________ EMPLOYMENT:__________________

NATURE OF TESTIMONY:___________________________________________________

NAME OF THIRD WITNESS:_________________________________________________

ADDRESS:_______________________________________________________________

TELEPHONE:(   )_____________ AGE:__________ EMPLOYMENT:__________________

NATURE OF TESTIMONY:___________________________________________________

STATEMENTS MADE

HAVE YOU TALKED WITH ANY POLICE OFFICER, INVESTIGATOR, INSURANCE ADJUSTER OR ANY OTHER PERSON ABOUT THIS INCIDENT?___________ IF SO, INDICATE TO WHOM YOU HAVE SPOKEN, THE PERSON’S ADDRESS AND TELEPHONE NUMBER:

NAME



ADDRESS



TELEPHONE
_________________

________________________
(     )______________

_________________

________________________
(     )______________

_________________

_______________________

(     )______________

_________________

_______________________

(     )______________

HAVE YOU GIVEN A WRITTEN OR RECORDED STATEMENT TO ANY PERSON ABOUT THIS INCIDENT?_________ IF SO ANSWER THE FOLLOWING:

NAME OF PERSON TO WHOM STATEMENT WAS GIVEN:__________________________

DATE GIVEN:_______________IF WRITTEN, DO YOU HAVE A COPY?_______________

PERSONS PRESENT AT TIME:_______________________________________________

_______________________________________________________________________

DID YOU SIGN THE STATEMENT?____________________________________________

DID THE DEFENDANT MAKE ANY STATEMENT TO YOU OR IN YOUR PRESENCE CONCERNING THIS INCIDENT?__________ IF SO, PLEASE INDICATE WHAT WAS SAID AND TO WHOM:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


WHEN AND WHERE WAS THE ABOVE STATEMENT MADE?______________________________
_____________________________________________________________________________
LIST THE NAMES AND ADDRESSES OF ANY PERSONS WHO MAY HAVE HEARD IT:

NAME:_____________________ADDRESS:_____________________________________

NAME:_____________________ADDRESS:_____________________________________

NAME:_____________________ADDRESS:_____________________________________

WERE ANY STATEMENTS ABOUT THE ACCIDENT MADE TO OR TAKEN FROM ANYONE ELSE AT THE SCENE OF THE ACCIDENT?_________________ IF SO, PLEASE DESCRIBE THE NAME OF THE PERSON FROM WHOM THE STATEMENT WAS TAKEN, AS FOLLOWS:

NAME:__________________________________________________________________

ADDRESS:_______________________________________________________________

TELEPHONE NUMBER:______________________________________________________

NATURE OF STATEMENT:___________________________________________________

NAME:__________________________________________________________________

ADDRESS:_______________________________________________________________

TELEPHONE NUMBER:______________________________________________________

NATURE OF STATEMENT:___________________________________________________

NAME:__________________________________________________________________

ADDRESS:_______________________________________________________________

TELEPHONE NUMBER:______________________________________________________

NATURE OF STATEMENT:___________________________________________________

DAMAGES FROM ACCIDENT

THE AMOUNT OF RECOVERY MADE IN THIS CASE WILL BE AFFECTED BY THE INJURIES, DAMAGES OR EXPENSES INCURRED AS A RESULT OF YOUR ACCIDENT.  IT IS IMPORTANT THAT YOU FULLY LIST ALL INFORMATION REGARDING YOUR INJURIES AND YOUR EXPENSES AS A RESULT OF THIS ACCIDENT.

STATE IN FULL DETAIL ALL INJURIES YOU RECEIVED AS A RESULT OF THIS ACCIDENT:

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

STATE YOUR PRESENT PHYSICAL CONDITION SUCH AS SCARS, DEFORMITIES, HEADACHES, ETC.:

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

DESCRIBE “LOSS OF ENJOYMENT OF LIFE” BY LISTING BELOW WHAT NORMAL ACTIVITIES, INCLUDING SPORTS, HOBBIES OR OTHER ACTIVITIES, YOU ENJOYED BEFORE THIS ACCIDENT AND CANNOT DO NOW AS A RESULT OF THE ACCIDENT:

ACTIVITY

NUMBER OF TIMES/WEEK

NUMBER OF TIMES/WEEK




PRIOR TO ACCIDENT


SINCE ACCIDENT
_____________
_________________________
_______________________

_____________
_________________________
_______________________

_____________
_________________________
_______________________

_____________
_________________________
_______________________

HAVE YOU MISSED TIME FROM WORK AS A RESULT OF YOUR INJURIES?__________ IF SO, PLEASE INDICATE THE FOLLOWING:

FROM:____________ TO:______________ FROM:_________________ TO:__________

FROM:____________ TO:______________ FROM:_________________ TO:__________

FROM:____________ TO:______________ FROM:_________________ TO:__________

FROM:____________ TO:______________ FROM:_________________ TO:__________

DID YOU LOSE WAGES FOR THE PERIODS OF TIME MISSED FROM WORK DUE TO THIS ACCIDENT?____________ IF SO, STATE THE TOTAL WAGES LOST TO DATE AND THE DATES:

WAGES LOST:_______________________ DATES:______________________________

WAGES LOST:_______________________ DATES:______________________________

WAGES LOST:_______________________ DATES:______________________________

WAGES LOST:_______________________ DATES:______________________________

HAVE YOU HAD ANY INCREASES OR DECREASES IN YOUR PAY SINCE THE ACCIDENT?__________IF SO, EXPLAIN:

__________________________________________________________________________________________________________________________________________________________________________
DID YOU LOSE ANY PROMOTION OR MERIT INCREASE OR FRINGE BENEFITS DUE TO THE ACCIDENT?__________IF SO, EXPLAIN:

________________________________________________________________________________________________________________________________________________________________________
IF SELF EMPLOYED, HAVE YOU HAD TO HIRE ANYONE TO TAKE YOUR PLACE?__________IF SO, PLEASE INDICATE THE COSTS INVOLVED:
________________________________________________________________________________________________________________________________________________________________________
IF YOU ARE A STUDENT, INDICATE TIME LOST FROM SCHOOL:

__________________________________________________________________________________________________________________________________________________________________________
INDICATE PERIOD OF TIME YOU WERE CONFINED TO YOUR HOME:

__________________________________________________________________________________________________________________________________________________________________________
INDICATE PERIOD OF TIME YOU WERE CONFINED TO BEDREST:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
WHEN IS IT EXPECTED YOU CAN RETURN TO WORK?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
LIST ANY NON-MONETARY COMPENSATION YOU HAVE LOST:

HAVE YOU BEEN FORCED TO BORROW ANY MONEY AS A RESULT OF YOUR INJURIES AND INABILITY TO WORK?__________IF SO, PLEASE DESCRIBE:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ARE YOU ABLE TO WORK PART-TIME?__________IF SO, WHERE OR WHAT KIND OF WORK COULD YOU DO?

LIST ALL HOSPITALS IN WHICH YOU WERE EXAMINED OR TREATED OR TO WHICH YOU WERE ADMITTED AS A PATIENT AS A RESULT OF THE INJURIES SUSTAINED IN THIS ACCIDENT:

NAME OF HOSPITAL:______________________________________________________

ADDRESS:_______________________________________________________________

FROM:_____________TO:______________TOTAL COSTS:$_______________________

NAME OF HOSPITAL:______________________________________________________

ADDRESS:_______________________________________________________________

FROM:_____________TO:______________TOTAL COSTS:$_______________________

NAME OF HOSPITAL:______________________________________________________

ADDRESS:_______________________________________________________________

FROM:_____________TO:______________TOTAL COSTS:$_______________________

LIST THE FULL NAME, ADDRESS AND TELEPHONE NUMBER OF EACH PHYSICIAN WHO HAS EXAMINED OR TREATED YOU FOR YOUR INJURIES:
DOCTOR’S NAME:____________________________TELEPHONE:(      )______________

ADDRESS:_______________________________________________________________

SPECIALTY:______________________________________________________________

TYPE OF TREATMENT:_____________________________________________________

DOCTOR’S NAME:____________________________TELEPHONE:(      )______________

ADDRESS:_______________________________________________________________

SPECIALTY:______________________________________________________________

TYPE OF TREATMENT:_____________________________________________________

DOCTOR’S NAME:____________________________TELEPHONE:(      )______________

ADDRESS:_______________________________________________________________

SPECIALTY:______________________________________________________________

TYPE OF TREATMENT:_____________________________________________________

HAVE YOU USED ANY OF THE FOLLOWING IN CONNECTION WITH TREATMENT?

WHEELCHAIR………………………………………….
DATES:  FROM______________TO_____________

BACK OR NECK BRACE/COLLAR………………..
DATES:  FROM______________TO_____________

TRACTION………………………………………………
DATES:  FROM______________TO_____________

PHYSICAL THERAPY…………………………………
DATES:  FROM______________TO_____________

OTHER:_____________________________ DATES:  FROM______________TO_____________


PLEASE LIST ALL MEDICATIONS WHICH YOU HAVE TAKEN FOR INJURIES, THE NAME OF THE DOCTOR PRESCRIBING EACH MEDICATION AND LENGTH OF TIME YOU TOOK THE MEDICATION:

TYPE OF MEDICATION
PRESCRIBING DOCTOR’S NAME
LENGTH OF TIME
__________________
__________________________
______________

__________________
__________________________
______________

__________________
__________________________
______________

__________________
__________________________
______________

__________________
__________________________
______________

__________________
__________________________
______________

__________________
__________________________
______________

__________________
__________________________
______________

INDICATE THE AMOUNT OF ALL BILLS/EXPENSES INCURRED TO DATE AS A RESULT OF THIS ACCIDENT:$________________________(ATTACH COPIES OF ALL SUCH BILLS, WHETHER PAID OR UNPAID.)

HAVE YOU SUSTAINED ANY OTHER INJURIES SINCE THIS ACCIDENT?__________________

IF SO, PLEASE INDICATE DATE, NATURE OF INJURY AND WHETHER YOU RECEIVED MEDICAL TREATMENT FOR SAID INJURIES:

DATE OF INJURY

NATURE OF INJURY

MEDICAL TREATMENT

______________     ______________________________
_____________________________

______________     ______________________________
_____________________________

______________     ______________________________
_____________________________

______________     ______________________________
_____________________________

PROPERTY DAMAGE
IF ANY OF YOUR PERSONAL PROPERTY WAS DAMAGED PLEASE DESCRIBE SAID PERSONAL PROPERTY:

_____________________________________________________________________________
_____________________________________________________________________________

_____________________________________________________________________________
_____________________________________________________________________________
IF SAID PROPERTY HAS BEEN REPAIRED, INDICATE NAME AND ADDRESS OF PARTY WHO MADE REPAIRS:

_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________

TELEPHONE NUMBER:___________________________________________________________

TOTAL MEDICAL & RELATED EXPENSES TO DATE: $___________________________________

DATE:____________________________________

TOTAL OF PROPERTY DAMAGE AMOUNT TO DATE: $__________________________________

DATE:____________________________________

IMPORTANT

PLEASE COLLECT AND ATTACH COPIES OF ALL MEDICAL AND RELATED BILLS INCURRED TO DATE AS A RESULT OF THIS ACCIDENT, INDICATING WHICH HAVE BEEN PAID AND WHICH ARE STILL DUE.  PLEASE BE SURE TO FORWARD COPIES OF ALL FUTURE MEDICAL BILLS, DRUG/MEDICATION BILLS, ETC., AS THEY ARE INCURRED, EVEN IF PAID BY INSURANCE.  SEE THE FOLLOWING TWO PAGES FOR LIST OF ITEMS TO PRIVIDE TO YOUR ATTORNEY AND A LIST OF GENERAL INSTRUCTIONS THAT WILL REQUIRE YOUR ATTENTION.

IN COMPLETING THIS INTAKE SHEET, HAVE YOU THOUGHT OF ANY INFORMATION WHICH WE HAVE NOT ASKED WHICH MAY BE OF SOME ASSISTANCE TO US IN REPRESENTING YOU?  IF SO, PLEASE STATE IT ON THE BACK OF THIS FORM NO MATTER HOW SILLY, TRIVIAL, OR EMBARRASSING IT MAY SEEM.

INSTRUCTIONS TO CLIENT

PLEASE BE SURE TO PROVIDE THE FOLLOWING TO YOUR ATTORNEY:
1. All medical and hospital records;

2. Photographs (of scene of accident, or client showing injuries; braces, casts, etc., of damaged property);

3. All hospital, medical, and related bills, either paid or unpaid (physicians, surgeons, ambulance, hospitals, private nursing care, therapy, drugs/medication, crutches, braces, x-rays, domestic help, car rental, clothing, etc.);

4. Income tax returns for the last five years;

5. Your health and accident insurance policy or policies;

6. Insurance policy that may require aid of attorney to notify and collect (income protection, hospitalization, etc.)

7. Copies of any statements previously made to anyone (opposing side, your insurance carrier, etc.)

8. Repair bill on any damaged property;

9. Repair estimates on any damaged property;

10. Purchase invoices and estimates of value of personal property damaged or lost in accident (including clothing, jewelry, cameras, and all other property damaged in accident);

11. Correspondence with insurance company, insurance adjusters;

12. Business cards from insurance company agents and adjusters, opposing driver, etc.;

13. Copy of any accident reports;

14. Statement from employer regarding lost wages showing time and wages lost from work;

15. Copies of check stubs and/or other records showing hourly rate of pay;

16. Copies of any application for other insurance benefits;
17. Copy of any application for unemployment benefits;

18. Copy of social security card.

PLEASE NOTE THE FOLLOWING GENERAL INSTRUCTIONS:
1. Do not talk to the insurance adjuster;

2. Do not discuss the facts of the accident with anyone before having your first conference with the attorney;

3. Do not sign anything without your attorney’s permission;

4. Keep all your medicine bottles and containers (as possible evidence at trial);

5. Bring or mail all future medical bills to attorney’s office (note: your physician should send your original bill to your car insurance or health insurance);

6. When you return to treating physicians for follow-up examinations, be sure to advise them at each examination the nature of all your continuing problems resulting from the accident;

7. Keep a record of all out-of-pocket expenses, including travel expenses for medical treatment;

8. Report to your attorney any suspicious actions, such as someone taking pictures, videos, etc.
THINGS WE NEED FROM YOU:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
