Date:________________

THOMAS EDWARDS, P.C. - INFORMATION FORM
(PERSONAL INJURY CASES)
Name:  _________________________________________________________________

Date of Birth:  _____________            Social Security Number:  ___________________
Address:  _______________________________________________________________
Phone:    Day:  ______________      Night:  _____________  Cell:  ________________    
E-mail Address:        ____________________________________________
Have you spoken with any other lawyers about this?    Yes__________   No ________

If so, who? _______________________________________________________
How did you find Thomas Edwards, P.C.?        

( Yellow Pages
( Radio
( Internet
( Billboards
( Friend/Relative

( Television

( Other, Please explain 
If you heard through the Television, what station and time?  __________________      

If you were referred by someone, please give their name:  ________________________
Date of Accident:
____________________________________________
Type of Accident:
Car Wreck:  __________________________________




Truck Wreck:  ________________________________




Slip/Fall:  ___________________________________




Medical Malpractice:  _________________________




Dental Malpractice:   __________________________



Workers' Compensation:  ______________________



Have you received any T.T.D.?__________________



If so, when did you receive your last check?________




Other:   _____________________________________
Details of Accident:  ______________________________________________________
_______________________________________________________________________
Location of Accident (include State and County):   _____________________________
Were minor children injured in the accident?   Yes_________    No_______________

If yes, please fill out pages 4 and 5
Injuries you currently have:

Head
 
_________________________________________________


Face

__________________________________________________


Eyes

__________________________________________________


Mouth/Teeth
__________________________________________________


Neck

__________________________________________________


Shoulders
__________________________________________________


Chest

_________________________________________________


Arms

__________________________________________________


Hands

__________________________________________________


Fingers
__________________________________________________


Back

__________________________________________________


Legs

__________________________________________________


Hip

__________________________________________________


Knees

__________________________________________________


Ankles

__________________________________________________


Feet

___________________________________________________


Toes

___________________________________________________


Internal Injuries (spleen, liver, etc.) __________________________________


Other

___________________________________________________

Medical Treatment Received or Scheduled: 


E.R.:  __________________________________________________________


Hospital Admission(s): _____________________________________________


Treating Physician(s):______________________________________________

Physical Therapist(s): ______________________________________________


Surgeon(s):  _____________________________________________________


Chiropractor: ____________________________________________________


Other:  __________________________________________________________

Have you received medical treatment for these same injuries before this accident?

Yes   _________________

No   ________________
If so, when and where:  __________________________________________________ ______________________________________________________________________

______________________________________________________________________
Any Prior Accidents With Injuries:       Yes ___________       No ___________

If so, give details:  _________________________________________________

_______________________________________________________________________

Number of previous personal injury or workers' compensation claims:   


Personal Injury ______  Workers' Compensation  ______   None __________

Details of previous personal injury or workers' compensation claims:  _______________________________________________________________________
_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Describe the damage to your vehicle and give your best estimate of repair costs:  ________________________________________________________________________________________________________________________________________________

Do you have photographs of your vehicle?       Yes ________       No _______________
What is the name of your automobile liability insurance carrier?   _________________  ______________________________________________________________________
Do you have full coverage?   Yes _________
No ________
Were you employed at the time of your accident?   Yes _______     No ___________
If so, where?  __________________________________________________ 

If so, did you miss any time from work?   Yes _______
  No _________
Did you have a Doctor’s order?
      Yes ________
No _________

Do you have health insurance of any kind?  
Yes ______      No _________


Medicare _____    Medicaid _____    Blue Cross Blue Shield ____   Other _____
_______________________________________________________________________

Have you given a recorded statement to any person or company regarding your accident?   Yes ______
No ______
If so, who?   _____________________________________________________________

Are you currently on disability?    Yes ______
No ______
If yes, explain: ___________________________________________________________ ________________________________________________________________________ 

Have you or your spouse ever filed for bankruptcy?  Yes ______      No _______
If yes, when?  ___________________________________________________________
Do you have any prior arrests or convictions?    Yes _______    No ________
Have you ever received a traffic ticket or DUI?   Yes ______    No ________
************************************************************************
MINOR CHILD INFORMATION

Name:      _____________________________________________________________
Address:   _____________________________________________________________
Telephone:
_____________________
E-Mail Address: ____________________
Date of Birth:   __________________________
Who has legal custody of the minor?   ________________________________________
Has the child been treated at an Emergency room or by a Physician?    Yes ___  No ___
If so:     _________________________________________________________________
By Whom:  ______________________________________________________________
Date of Visit:   ___________________________________________________________
************************************************************************

Your failure to respond truthfully to any of the above questions could result in the rejection of your claim and/or otherwise void your attorney-client contract. Therefore please review your responses and make sure of the accuracy thereof.


NOTE:  If you fail to advise that you are in bankruptcy. Your case is subject to dismissal and the federal authorities may prosecute you for fraud. Therefore, please disclose all bankruptcy matters.
_____________________________
            _____________________________

Client Signature




TRE, PC Signature
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