Park Central Family Practice, Inc.
43071 Snapfinger Woods Drive
Decatur, Ga 30035

Par:nke(d:ﬁ;gtfral ChecklList for Motor Vehicle Accidents

Date Of Accident

Patient Name _ R,

___Copies of msurance information
Patient’s Insurance Policy
If patient has health insurance refer to Insupanee verfication form
ClaimNumber DL, m ,\L
Ask If there i1s medical __ and/or uninsurcd motorists coverage on the policy
Insnrance Company Name
Agent Name
Phone Number
Mailing Address lor claims

Other Party’s Insurance Policy ( may or maynof be person at Fauli)
ClaimNumber -

Ask If there 1s medical _ and/or uninsured motorists coverage on the policy
Insurance Company Name__
Agpent Name
Phone Number_

Mailing Address lor claims

Assigniment of Benelis/ Lien
Signed by the patient, send to both ( The patient’s insurance comapany and the msurance
company of the one at fanl)insurance companies Return Centified Reciepl.
_ Promissory Note If applicable

Attorney’s Naime

Other Information
Name of Hospital Emergeny Room Visiled
Copies of X-rays taken
Copy of Accident Report
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