ACCIDENT INFORMATION

Patient Name: __________________________ 
Patient DOB:_______________

Accident Type:  Auto ____
Work Related ____
Slip & Fall ____

Other (describe): ________________________________

Date of Accident: ____________   
City & State of Accident: _________________

Referred by: _________________ 

Is this person: Self: ________ Lawyer: ________ Other: _______

INSURANCE INFORMATION
Is an Insurance company involved in paying for your care?: YES: _____ NO: _____ Pending: ______

If YES or PENDING, please fill out the following: 

Insurance Company Name: ___________________________

Insurance Company Address (City, States, Zip): __________________

Insurance Company Phone Number: _____________  Contact Person: ________________

Claim Number: ___________________

LAWYER INFORMATION

Do you have a lawyer representing you in an action regarding this action?: YES: ______ NO:______

If YES please fill out the following:

Attorney Name: _____________________ Attorney Phone Number: __________________

Firm Name: ______________________________________

Attorney Address: City: ________ State: _________ Zip: _________

Please bill the following for my charges with Century Medical (if none checked Century medical will bill client directly):

Health Insurance: ____ Auto Insurer Named above: ____ Worker's Comp. Insurer above: ____

Attorney named above: ____ Other: ____

PLEASE SIGN THE FOLLOWING STATEMENT:

I hear by request that Century Medical bill the above named party (s) for the services he will provide. Should the above named not pay Century medical in a timely manner, I will pay Century Medical for his services. In any case I hereby acknowledge that I am ultimately responsible for payment of any services that Century Medical provides. 


_________________________________


____________________



(Responsible Party Signature) 



    (Date)

