
INSTRUCTIONS:

Please fill in all the
information currently
available to you.

Bring the following
documents with you to
your initial appointment: 

1.  Accident report or
information exchange
form.

2.  Any correspondence
from the adverse
insurance company.

3.  Any photos of vehicle
damage or injuries.

4.  Any medical bills
received to date.

5.  Your automobile
insurance information.

BRIAN T. ALLEN
Udall, Shumway & Lyons
30 West First St.
Mesa, AZ 85201
bta@udallshuwmay.com
(480) 461-5335

• Personal Injury 
• Insurance Disputes 
• Disability Claims
• Medical Malpractice
• Wrongful Death

For more information:
www.udallshumway.com

NEW CLIENT INFORMATION SHEET

Name:                                                                                 
Address:                                                                              
                                                                                          
                                                                                          
Tel: (H)                                     (W)                                
         (C)                                      (F)                                 
e-mail                                             
SS#                                     Date of Birth:                             

Marital Status:                                 
Spouse Name:                                 

How did you hear about us?
                                                                                                  

CLIENT AUTO INSURANCE INFORMATION
Ins. Co.:                                                                              
Policy #:                                         
COVERAGE LIMITS:
Bodily Injury Liability:______________
Uninsured Coverage:               Underinsured Coverage:            
Medical Payments Coverage:          Collision Deductible:            

HEALTH INSURANCE INFORMATION
Ins. Co.:                                Policy #:                                  

EMPLOYMENT INFORMATION
Employer:                                                                            
Address:                                                                              
                                                                                          
                                                                                          
Supervisor:                             
Position/Duties:________________________________________
Days missed because of injuries:                                             



ACCIDENT INFORMATION

ACCIDENT REPORT #:                      DATE:                 TIME:                  
LOCATION:                                                                                                   
                                                                                                                   
                                                                                                                   
Seatbelts in vehicle? YES          NO          Wearing seatbelt? YES          NO          
Explain how the accident occurred:                                                                  
                                                                                                                   
                                                                                                                   
                                                                                                                   
                                                                                                                   

(DRAW ACCIDENT DIAGRAM BELOW)

Witnesses names:                                                                                          
                                                                                                                   
                                                                                                                   
Status of vehicle damage:                                                                               
                                                                                                                   
Repair estimate/facility:                                                                                  
Was anyone cited? YES              NO ______ For what?_____________________
Do you have any photos of the scene or vehicle damage:  YES____   NO_____



INJURIES

Please described each injury you suffered related to the accident:
                                                                                                                   
                                                                                                                   
                                                                                                                   
                                                                                                                   
                                                                                                                   
                                                                                                                   
Any similar pre-accident injuries?  Please explain when and type of injuries:
                                                                                                                   
                                                                                                                   
                                                                                                                   
                                                                                                                   
                                                                                                                  

ACCIDENT-RELATED MEDICAL TREATMENT INFORMATION

AMBULANCE:                                                                                               
HOSPITAL:                                                                                                    

1. Provider Name:                                                    Speciality:                       
Address:                                                                                                       
                                                                                                                   
                                                                                                                   
Dates of Service:                                                                                           

2. Provider Name:                                                    Specialty:                        
Address:                                                                                                       
                                                                                                                   
                                                                                                                   
Dates of Service:                                                                                          

3. Provider Name:                                                    Specialty:                       
Address:                                                                                                       
                                                                                                                   
                                                                                                                   
Dates of Service:                                                                                          

3185916.1


