
 

16 Pelham Road, Suite 1 
Salem, NH  03079 
Ph: 603-898-2244 
Fx: 603-898-2227

Liability Insurance Information 
 
Date:  ______________________________ Patient Account #: __________________________ 
 

 
**If you have an attorney we will need a letter of representation.** 

 
 
Patient Name:   ____________________________________________________________________ 
 
Patient Address:   __________________________________________________________________ 
   street     city     zip 
 
Patient Phone - Home: _________________________ Cell: ____________________________ 
 
Date of Injury:   ______________________________ 
 
Type of Injury: Motor Vehicle  School Sports  Other 
 

(please indicate if other): _______________________________________________________ 
 
Liability Insurance Information: 
 

Company Name:   ___________________________ 
 
Company Address:   ___________________________________________________________ 
    street    city    zip 
Company Phone:   __________________________________________________ 

 
Policy Number:   _______________________________________ 

 
 Claim Number:  ________________________________________ 
 
 Adjuster’s Name:  ______________________________________ 
 
Attorney’s Name, Address and Phone Number (if applicable): 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________  
 

 
** Please provide us with your personal health insurance information also** 

 
 
Name & Address of Insured (if other than patient):  ________________________________________ 
 
_________________________________________________________________________________ 
 
Insurance Company Name/Address:  ___________________________________________________ 
 
_________________________________________________________________________________ 
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