The Road to
Restorative Health

NORTHWEST

CHiroPRACTIC CLINIC

Northwest Chiropractic Clinic P.S

Patient Name: Date:

Employer’s Name:

Address:
City: State: Zip:
Telephone: Supervisor:

Accident Date: Adjuster:

Have you filed a claim? O Yes [ No; Claim #:

Did you report your injury to your employer? O Yes [ No

Have you retained an Attorney? O Yes O No

(If you answered yes to this question, please fill out next section)

Attorney’s Name:

Attorney’s Address:
City: State: Zip:
Telephone: Fax:

L & | Form 1



The Road to
Restorative Health

NORTHWEST

CHiroPRACTIC CLINIC

Name of Insurance Carrier:

Address:
City: State Zip:
Telephone: Claim #:

Contact Person:

L & Form 2



