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AUTO/PERSONAL INJURY INFORMATION 

NAME OF PERSON INJURED: _______________________________________________ 

DATE OF ACCIDENT:  ___________________ TIME OF ACCIDENT: ________________ 

PLACE OF ACCIDENT: (Street/Intersection) ____________________________________ 

DESCRIPTION OF ACCIDENT: _______________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

PERSON AT FAULT: ______________________________________________________ 

PERSON AT FAULT INSURANCE COMPANY: ____________________________________  

INSURANCE COMPANY ADDRESS: ___________________________________________  

                                   ___________________________________________ 

INSURANCE COMPANY PHONE #: ____________________________________________ 

CLAIM NUMBER ASSIGNED: ________________________________________________ 

NAME OF ATTORNEY HANDLING CASE: ______________________________________ 

ATTORNEY ADDRESS: _____________________________________________________ 

                       _____________________________________________________ 

ATTORNEY PHONE #: ______________________________________________________ 

ARE YOU FILING A PERSONAL INJURY CLAIM? YES OR NO 

YOUR AUTO INSURANCE NAME: _____________________________________________ 

YOUR AUTO INSURANCE ADDRESS: __________________________________________ 

                                     __________________________________________ 

YOUR AUTO INSURANCE PHONE #: ___________________________________________ 

 

 

Eugene D. Pogorelec, D.O.  

M. Terrance Simon, D.O.  

Wayne H. Lutzke, D.O. 
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