ATTENDING PHYSICIANS REPORT

Any Person Who Knowingly and With Intent To Injure, Defraud or Deceive any Insurance Company; Files a Statement of Claim Containing Any False, Incomplete or Misleading Information Is Guilty of A Felony of Third Degree.

	DATE
	OUR POLICY HOLDER
	DATE OF ACCIDENT
	FILE NUMBER


DETERMINATION OF BENEFITS DUE UNDER “NO FAULT” AUTO INSURANCE LAW REQUIRES THE ATTENDING PHYSICIAN TO COMPLETE THIS REPORT. ATTACHED IS AUTORIZATION FOR MEDICAL INFORMATION. PLEASE COMPLETE THIS REPORT AND RETURN IT TO US PROMPTLY. Thank you for your cooperation.

TO:








FROM:


	1. PATIENTS NAME AND ADDRESS

	2. AGE
	3. SEX
	4. OCCUPATION (If Known)

	5. HISTORY OF OCCURRENCE AS DESCRIBED BY PATIENT*

	6. DIAGNOSIS AND CONCURRENT OR CONTRIBUTING CONDITIONS*

	7. DATE SYMPTOMS FIRST APPEARED:
	8. DATE PATIENT FIRST CONSULTED YOU FOR THIS CONDITION?

	9. HAS PATIENT EVER HAD SAME OR SIMILAR CONDITION?

    YES             NO          If  “Yes” State When and Describe*

	10. IS CONDITION SOLELY A RESULT OF THIS ACCIDENT?

      YES           NO          If  “No” Explain*

	11. IS CONDITION DUE TO INJURY OR SICKNESS ARISING OUT OF PATIENTS EMPLOYMENT?             YES            NO

	12.WILL INJURY RESULT IN PERMANENT DISFIGUREMENT OR PERMANENT DISABILITY?

       YES           NO         If  “Yes” Describe*

	13. PATIENT WAS DISABLED. (Unable to Work)

      FROM                             THROUGH
	14. IF STILL DISABLED—DATE PATIENT SHOULD BE ABLE TO 

      RETURN TO WORK:

	15. REPORT OF SERVICES*

	DATE
	PLACE OF SERVICE
	Description of Surgical or Medical Services Rendered
	CHARGES

	
	
	
	

	16. IS PATIENT STILL UNDER YOUR

      CARE FOR THIS CONDITION?                  YES           NO

	PHYSICIAN’S NAME AND ADRESS:
	PHYSICIAN’S IRS/TIN NO.
	
	DATE


*USE REVERSE SIDE IF ADDITIONAL SPACE IS NEEDED.

TOTAL CHARGES TO DATE		    $





ESTIMATED FUTURE CHARGES	    $





SIGNATURE








