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ATTORNEY QUESTIONNAIRE 

 
Law Firm of Record: 

 Attorney Name:  Email: 
Address:   
Phone:  Fax: 
Case contact: 

  
Client Name:                                                           
(if minor)Guardian’s  Name: 

 Address:   
Phone: (home)                                        (Cell)                               (Work) 
Date of Birth: SSN: 
Gender: Preferred Language: 

 
CASE INFORMATION: 

Type of case: Date of incident:  County:  State:  
Incident facts: 
 
 
Does client have any open claims, cases or additional accidents? 
 
  
Property damage ($):  Photos:  
Name(s) /Address of defendant(s): 
 
 
Incident report filed? 

Date filed and court: Trial date (if set): Has suit been filed?  
Current demand amount: $ 
Date of demand:  

Current offer amount: $ 
Date of offer: 

INSURANCE CARRIER INFORMATION: 
Name of defendant’s insurance carrier:  
Policy limits: 
Claim #: 

Has carrier accepted liability? 
Has carrier issued a denial of liability? 

Check all that apply:  Carrier Name  
  PIP/No-Fault carrier   Limits: $   
  Med Pay carrier   Limits: $   
  UM/UIM carrier   Limits: $   
  Auto insurance carrier   Policy #   
  Health insurance carrier   Policy #   
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INJURY/WAGE LOSS INFORMATION: 
Description of injuries (Please be specific – list body part and type of injury): 
 
 

Did your client go to the emergency room for treatment?          Which facility? 
What type of treatment is being sought for funding? (Procedure, evaluation, MRI, PT, surgery?) 
 
 
Description of treatment to date (include Drs. names and phone numbers) 
 
 
Who is paying client’s medical bills? 
Amount of medical bills to 
date:  $ 

Estimated future medical bills: 
$  

    
Any pre-existing injuries/medical conditions? If so, please describe:  
 
 
Was your client employed at the time of the 
incident?  Is worker’s compensation involved? 
Claim for lost wages?                         If so, please list amount of lost wages to date: $   
 

LIENS AND ASSIGNMENTS: 
Attorneys contingency fee:               % Amount of additional legal costs: $ 
Is there Medicare or Medicaid involvement?                      If so, please list lien amount: $ 
Please list names and amounts of all assignments and liens against the case other than legal costs.   
 
Is medical treatment being provided under a letter of protection? 
Has the client accepted a lawsuit cash advance against this 
claim? If Yes, list amount: $ 
Will proceeds of a settlement or judgment be distributed directly into applicable law firm 
account?  

By signing below, I hereby certify this information is true, accurate and complete. 
 
     
Attorney Signature  Date  Print Name 

 
Upon completion, please fax this document, along with the INCIDENT 

REPORT, PREVIOUS MEDICAL RECORDS AND CERTIFICATE/AFFIDAVIT OF 
COVERAGE to 678-680-5959  

 
 


