PERSONAL INJURY QUESTIONNAIRE .

Namo Phono{ }
Address ' Clty State . Zip
Age Birthdato Sex SIS #

Employer's Name Employer's Address

Your Ins. Co. Policy # Agent's Name

Namo on Pollcy {If oiher than self) Follcy #

Responsible Party's Name :
Address CHy State . ZIp

Policy Hoider's Name Policy #

ATTORNEY )

Namo Phone { )
Addresas Clty State Zip

Were thoro any witnessas? { }Yos { INo Namo(s)
NATURE OF ACCIDENT:

. Dale of Aceldant Time of Day

. Ware you: { }Orivar ( ) Passongar { )YFront Soat ( }Back Seat

Wera you wearing seat bolts?

1

2

3. Number of poople in your vehicio?

4, What direction ware you headed? { }North { }East { )South { YWost
on (namo of stroet)

5, What direction was othor vobiicie headecd? { )North { )East { }South { )Wast

on (namg of street)

6. Wera you struck from: { )Bohind ( )Front { )Lef sido { )Right aide
7. Approximate spoead of your car

mph Qthor car mph
8. Waore you knocked unconseloug? { )VYes { YNo It yes, for how long?
8. Were police notifled? { )VYes { YNo

10. In your own words, please doscribo accident:

11. Dld you have any physical complaints BEFORE THE ACCIDENT? { )Yes { YNo If yos, ploase desaribe in dotall:

12. Pleass aoscribe how you folt:
a. DURING the accldent;
b. IMMEDIATELY AFTER the accident:
¢. LATER THAT DAY:
d. THE NEXT DAY:




13.

14,

15,

16.

17.
18.

19,

20.

21

What are your PRESENT complaints and symptoms?

Do you have any eonganital (from birth) factors which ralate to thia problom? ( ) Yes { YNo Ifyos, please describe;

Do you have any provious ilinesses which raiate to this ¢asa? { )Yes { YNo if yes, pleasa describe:

Have you avar baon Involved in an ageldent belora? { }Yes { }No ltyos, please describe, Inciuding date(s} and
typo(s) of accldents, as well ag Injury(les) recelved. :

Where wore you taken after the accidant?

Have you boon treated by anothar doctor since the accldant? {-)Yes { YNo ' Ityes, pleasalist doctor's name
and addrasa:

What typa of treatmant did you rocelve?

Since this Injury accurrad, are your symptoms: { }improving { ) Gelting Worse { }Sama
CHECK SYMPTOMS YOU HAVE NOTICED SINCE ACCIDENT:

[’} Hoadacha B irritablity 03 Numbness in Toas £ Face Flushed O Feel Cold

3 Neck Pain £3 Chest Pain 1 Shartness of Braath (1 Buzaing in Ears Ol Hands Cold

03 Nack Sillf 3 Dizzinesy [ Faligue {.) Loss of Balance I} Stomach Upsot
(1} Slooping Problams {F Hoad Seems Too Heavy [ Deprossion [ Falnting [3 Constipatlon
[ Back Pain Ol Pins & Neodles In Arms Tt Lights Bother Eyes * Loss of Smelt {1 Cold Sweats
[} Nerveushess LE Ping & Needles In Legs 11 Loss of Memary L} Loss of Tasto O Fever

O Tensipn [t Numbaess in Fingers 1] Ears Ring I} Diasrhea [l

Bymptems Othor Than Above

Have you lost timea from work as a rogult of thia accldont? { YYes { }No Ifyes, pleaso complote this question.
&, Last Day Worked:

b. Type of Employmont:

c. Present Salary:

d. Are you being compensatod for tima lost trom work?  { ) Yes ( )No Hyes, pleaso state type of compansation

you arg roselving:

22, Do you notloe any activity restrictions as arosult of this Injury? ( YYes { YNo [vyes, please describe, In detall;

23. Other portinont Information;

DATE FATIENT'S SIGNATUNE
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NEW YORK MOTOR VEHICLE NO-FAULT INSURANCE LAW
AFPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS

. NAME, ADDRESS, AND PHONE NUMBER OF INSURER'S
NAME AND ADDRESS OF INSURER CLAIMS REPRESENTATIVE®
DATE POLICYHOLDER POLICY NUMBER DATE OF ACCIDENT CLAIM NUMBER

TO ENABLE US TO DETERMINE IF YOUR ARE ENTITLED TO BENEFITS UNDER THE NEW YORK NO-FAULT LAW,
PLEASE COMPLETE THIS FORM AND RETURN [T PROMPTLY.

IMPORTANT: 1. TO BE ELIGIBLE FOR BENEFITS YOU MUST COMPLETE AND SIGN THIS APPLICATION,

2. YOU MUST SIGN ANY ATTACHED AUTHORIZATION(S).
3. RETURN PROMPTLY WITH COPIES OF ANY BILLS YOU HAVE RECEIVED TO DATE,

NAME AND ADDRESS OF APPLICANT®

1. YOUR NAME 2. PHONE NOS. HOME BUSINESS

3. YOUR ADDRESS 4. DATE OF BIRTH |5, SOCIAL SECURITY NO,
{NO., STREET, CITY OR TOWN AND ZIP CODE)

6. DATE AND TIME CF ACCIDENT 7. PLACE OF ACCIDENT (STREET), CITY OR TOWN AND STATE
AM,

P.M.

8. BRIEF DESCRIPTION GF ACCIDENT

9. DESCRIBE YOUR INJURY

10. IDENTITY OF VEHICLE YOU OCCUPIED OR OPERATED AT THE TIME OF THE ACCIDENT:

OWNER'S NAME MAK YEAR
THIS VEHICLE WAS: ABUS ORSCHOOLBUS, [ JATRUCK[ AN AUTOMOBILE,
OR AMOTORCYCLE

YES NO

11. WERE YOU THE DRIVER OF THE MOTOR VEHICLE?

WERE YOU A PASSENGER IN THE MOTOR VEHICLE?

WERE YOU A PEDESTRIAN?

WERE YOU A MEMBER OF OUR POLICYHOLDER'S HOUSEHOLD?

DO YOU OR A RELATIVE WITH WHOM YOU RESIDE OWN A MOTOR VEHICLE?

CONTINUATION ON NEXT PAGE

NYS FORM NF-2 (Rev 1/2004)
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APPLICATION FOR MOTOR VEHICLE NO-FAULT BENEFITS - - PAGE TWO

e o b o —— .
12, WERE YOU TREATED BY A DOCTOR(S) OR OTHER PERSON(S) FURNISHING HEALTH SERVICES?

ves ] v [

IF YES, NAME AND ADDRESS OF SUCH DOCTOR(S) OR PERSON(S):

13. IF YOUR WERE TREATED AT A HOSPITAL(S), WERE YOU AN

OUT-PATIENT? [ IN-PATIENT? /1

DATE OF ADMISSION:
HOSPITAL'S NAME AND ADDRESS:

14, AMOUNT OF HEALTH 15. WILL YOU HAVE MORE HEALTH 16. AT THE TIME OF YOUR ACCIDENT WERE

BILLS TO DATE: TREATMENT(S)? YOU IN THE COURSE OF YOUR
YES NO EMPLOYMENT?

$ [ ; ] YES NO

| i i
17. DID YOU LOSE TIME DATE ABSENCE FROM THAVE YOU RETURNED TO
FROM WORK? WORK REGAN: WORK?

YES NO YES NO

{ i ] | i §

iF YES, DATE RETURNED TO WORK: AMOUNT OF TIME LOST FROM WORK:

NUMBER OF FOURS YOU WORK
PER DAY:

18. WHAT ARE YOUR GROSS AVERAGE |NUMBER OF DAYS YOU WORK
* WEEKLY EARNINGS? PER WEEK:

19, WERE YOU RECENING UNEMPLOYMENT BENEFITS AT THE TIME OF THE ACCIDENT 7

20. LIST NAMES AND ADDRESS OF YOUR EMPLOYER AND OTHER EMPLOYERS FOR ONE YEAR PRIOR TO
ACCIDENT DATE AND GIVE OCCUPATION AND DATES OF EMPLOYMENT:

~EMPLOYER AND ADDRESS GCCOPATION FROM S
EMPLOYER AND ADDRESS GCCUPATION FROM 5
ENMPLOVER AND ADDRESS GCCUPATION FROM TO

T RS ATESULT OF YOUR TNIURY HAVE YOU FiAD ARY OTHER EXPENSES?

.ves [ 1 wno

IF YES, ATTACH EXPLANATION AND AMOUNTS OF SUCH EXPENSES.

22, DUE TO THIS ACCIDENT HAVE YOU RECEIVED OR ARE YOU ELIGIBLE FOR PAYMENTS
UNDER ANY OF THE FOLLOWING:
YES NO
NEW YORK STATE DISABILITY? [ | ]

WORKERS' COMPENSATION? | i |

CONTINUATION OM NEXT PAGE
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