Integrated Medical Care & Rehabilitation, P.C.

5249 Duke Street Suite 300, Alexandria, VA 22304

Tel: (703) 820-8050               Fax: (703) 820-8720

Auto-Accident work sheet

Patient’s Name __________________________________

Date of Service __________________________________

Date of accident  ________________________________

Did you or the other party caused the accident? _____________________

Date of police report _____________________________

Is this your first treatment for this accident? ______ 

Were you seen at an emergency room? ____. What hospital? ____________________________ 

Were you seen by a Physician at a medical office? _______ 

Name of Physician___________________________ Phone # ____________________________

Third party (health insurance) information


Name  _____________________________________

ID number_________________________________

Auto insurance information

Name of insurance ________________________

Claim # _______________________________


Name (Claim Adjuster) _________________________________


Phone (Claim Adjuster) _________________________________


Payment address __________________________________________________________

Attorney Information


Attorney name _________________________


Contact name ___________________________


Phone
 ___________________________

Upon request we maybe required to submit your medical record relating to this accident to appropriate parties such as your attorney. Please sign below authorizing us to do so.

____________________________   




________________________    

           Patient’s signature






    Date

