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Motor Vehicle Information Sheet
MEDICAL CLINIC, L.

PATIENT INFORMATION

First Name: Last Name:

Date of Birth: Social Security Number:
Address:

City: State: Zip Code:
Phone Number: ( )

AUTOMOBILE INSURANCE INFORMATION

Insured Name: Insured Phone Number: ( )

Insurance Company Name:

Address:

City: State: Zip Code:

Phone Number: ( )

Agent’s Name: Phone Number:

Policy Number: Claim Number Assigned:
ACCIDENT INFORMATION

Date of Accident; State the accident occurred in:

Has a release of information been signed? [ ]Yes [ ] No

AUTOMOBILE INSURANCE CARD (Required)
Place copy of card below

By providing my signature below, | understand charges unpaid by my auto insurance carrier will be billed against
my medical insurance carrier of record or directly to me if no medical insurance is available.

Patient Signature Date
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