








 
BRECKSVILLE PHYSICAL MEDICINE 

8930 BRECKSVILLE ROAD 
BRECKSVILLE, OH 44141 

PHONE: 440-740-0696  
FAX: 440-740-0697 

PERSONAL INJURY INSURANCE/PAYMENT INFORMATION 
PATIENT NAME: ___________________________________________________ DATE: ___________________ 
DATE OF INJURY: _____________________________ 
 
AUTOMOBILE 
NAME OF PATIENT’S CAR INSURANCE: ___________________________________________________________ 
IS THERE MEDICAL COVERAGE: ________________________________________________________________ 
IF YES, COMPLETE THE REST OF THE SECTION.  IF NO, GO TO HEALTH INSURANCE SECTION.  
 
CLAIM NUMBER: _________________________________ (NOT POLICY #) 
CLAIM ADJUSTER: _________________________________ 
ADDRESS FOR CLAIMS CENTER:  ________________________________________________________________ 
TELEPHONE NUMBER: _____________________________ 
 
ATTORNEY 
NAME: _____________________________________________ PHONE NUMBER: ________________________ 
ADDRESS: _________________________________________________________________________________ 
 
 
**** Please Give Front Desk any and all insurance cards to make copies for your file.  Thanks! 




