
New Insurance Client – Intake Form 

 
*Name: ______________________________________________________ 

 

*Home Address: _______________________________________________ 

 

                          _______________________________________________ 

 

*Home Phone: _________________________________________________ 

 

 Cell Phone: __________________________________________________ 

 

 Work Phone/ext. _____________________________________________ 

 

*Date of Birth: _______________________________________________ 

 

*SSN: _______________________________________________________ 

 

*Date of Accident: _____________________________________________ 

 

 Doctor’s Name: _______________________________________________ 

 

 Doctor’s Phone: _______________________________________________ 

 

*Claim #: _____________________________________________________ 

 

*Medical Claims Adjuster Name: __________________________________ 

 

*Adjuster Phone: _______________________________________________ 

 

*Name of Insurance Company: ____________________________________ 

 

 Address: _____________________________________________________ 

 

               _____________________________________________________ 

 

 

All lines marked with an * are REQUIRED prior to calling insurance 

company.  


