Personal Injury Questionnaire
Patient’s Name: _____________________________________________________________________
Patient’s Automobile Insurance Carrier: __________________________________________________
Patient’s Insurance Co. Address: ___________________________________________________________________________________
Do You, The Patient, have MEDPAY with your auto insurance carrier: ___________________________
Was Accident Your Fault: ______________________________________________________________
Regardless of whether or not the accident was your fault, having MEDPAY under your auto policy is an asset for you, the patient.  If the accident WAS NOT your fault, it will pay your medical bills WITHOUT raising your premium!  If you require an attorney or your case goes into litigation, your medical bills, depending on the amount of MEDPAY you have, will be covered.  Therefore, the settlement received at the end of the case will not have to go towards any medical bills (unless there is insufficient MEDPAY to pay for all your medical bills).  It is against the law for your insurance company to raise your premium or cancel your policy “as a result of the insured person’s involvement in a multi-vehicle accident when such person was not at fault in such accident.” GA Code 33-9-40

If you are unsure as to whether or not you have MEDPAY, please call your carrier to find out and let us know.  If you have MEDPAY, open a claim under your insurance and provide us with these details in order for us to properly handle your case.

Claim Number for accident: ____________________________________________________________
Amount of MEDPAY under your policy: ___________________________________________________
Your Auto Carrier’s Adjustor’s Name: ____________________________________________________
Adjustor’s Phone & Fax Number: ________________________________________________________
Is Your Automobile Insurance under you or someone else: ___________________________________
	If not you, Name and Date of Birth of the individual insurance is under: ___________________
IF YOU DO NOT HAVE MEDPAY, AND ACCIDENT WAS NOT YOUR FAULT:
Name and Address of Insurance Carrier of the AT-FAULT individual: ___________________________________________________________________________________
Insurance Carrier’s Phone Number: ______________________________________________________
Claim Number for accident: ____________________________________________________________
Adjustor’s Name handling case: _________________________________________________________
[bookmark: _GoBack]Adjustor’s Phone Number: _____________________________________________________________
