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No fault & workers compensation 

questionnaire 

 

Today’s Date: _____________________________________________UDMI Acct #: _____________________ 

 

Patient Name: _____________________________________________________________________________ 

 

Patient Address: ___________________________________________________________________________ 

Patient Mobile #: _________________________________________ Patient Home #:____________________ 

Patient Date of Birth ___________ 

Patient Employer: _________________________________________ 

Employer Telephone #: _____________________________________ 

Date of Accident: _____________ 

Are you a Cab Driver or DRIVE you drive any type of vehicle for a living? YES ______ NO _______ 

Did you report your injury? __________________________________ 

Were you a passenger, driver or pedestrian? ____________________ 

What part of your body did you report was injured? ______________________________________________ 

Have you received any independent medical exams regarding this accident? ___________________________ 

***************************************************************************************** 

Liability Insurance Carrier (N/F or W/C) _________________________________________________________ 

Address __________________________________________________________________________________ 

Telephone #: _______________________________ 

Adjuster ___________________________________ 

Claim #: ___________________________________ 

***************************************************************************************** 

Private Insurance Company __________________________________________________________________ 
ID #: ___________________________________________________ 


