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1. Why did the patient seek medical treatment? A
 Accident _ Injury _ Illness  Medical condition K Other

Ifillness or medical condition, skip questions 2 and 3, complete the Authorization section
below and return this form.

If accident or injury, please provide date it happened: ; (mnvdd/yyyy)

Please describe the accident or mjury and medical treatment the patient received:

2. Were the patient’s injuries the result of a motor vehicle accident?
_ Yes x No
Ifyes, complete and return this form and call Conduent at 1-800-442-2911. C T { *’
Ifno, complete the rest of the form. N U\ */ o ] {\j \}jp .
@‘ O W
Vst it 0L

3. Where did the ‘%ident or injury happen?

_ Work Home  School @~ Sportsactivity @ Other
If it happened at work, are you self-employed?  Yes  No
If not self-~employed, please complete the following:
Employer name:
Employer phone number:
Did you file a report of mjury? ~ Yes  No
Authorization

The above information is accurate and comp}é.te to the best of my knowledge.

i | iy / {4
Patient’s (or legal guardian’s) signature: P J’?/ﬁ,&"[,}; / L (\w\/ Date; 5 / ;Z}
Patients age 18 and older who are depen‘Zienls on{theirparents " plan must sign tliteform
themselves. ) . ’
Home (or cell) phone: (o 15 /5“{;)\/ ;?\,/ 7\‘;)
Work phone:

MC400 CLM/WCR1 XSAKERS



