Claimant Information

Claimant’s (Plaintiff’s) Name:  ___________________________________________

Street Address:  _______________________________________________________

City, State and Zip Code:  _______________________________________________

Home Telephone Number:  ___________________ Work Number  ______________

Cell Phone Number  ____________________           Fax Number  _______________

Email Address  ________________________________________________________

Gender:   Male_____  Female ______ Date of Birth  ___/_____/_____   Occupation_______________________________Currently Employed? Y ___ N___ SS#______________________________

Have you already had any money advanced on this case?  Yes_____  No _____ Amt ____

Amount Requested  $_____________

Attorney Information
Law Firm’s Name  _____________________________________________________

Attorney Handling Case:  ________________________________________________

Who answers the phone  ________________________________________________  

Legal Assistant’s Name  ______________________________________________

Street Address:  _______________________________________________________

City, State and Zip Code:  _______________________________________________

Telephone Number:  _______________________   Fax Number  ________________

Email Address __________________________  Website  ______________________

Fee (Settlement) ___% (Trial)____% Attorney of Record  On Case  Yes____  No____    

Co Council  ___________________________________________________________

Incident Information

Defendant(s):  ________________________________________________________

____________________________________________________________________

Date of Accident: ___/___/___ County:  ______________________ State:  _______               

Type:  Motor Vehicle ___   Slip&Fall  _____Worker’s Comp. ______Assault  _____            Maritime(Jones Act) _______ ( Medical Malpractice )  ____________         Other:_______________________________________________________________

Description of Incident:  ________________________________________________

____________________________________________________________________

____________________________________________________________________

Description of Damages:________________________________________________ ____________________________________________________________________

Surgeries:____________________________________________________________

____________________________________________________________________
Defendant Cited:  Y _____ N  ____  N.A.  ______

If Not, Theory of Liability  ______________________________________________

____________________________________________________________________

Defendant impaired by Alcohol or Drugs?  Y ____  N  ____  

Plaintiff impaired by Alcohol or Drugs? Y _____ N  ______

Medical Costs/Lost Wages/Other Damages

(Round of to nearest $500.00)

Medical Specials, Non-Diagnostic   $___________  

Approx. Medical Liens  $  _______________    None Known  _____

MRIs, Cat Scans, X-rays, etc. $_________________ 

Chiropractor/Physical Therapy   $_______________ Future Medical $______________                         

Property Damage      $__________________    Approx. Other Liens $ _____________        

Punitive Damages?  Y ____  $________________  N______

Lost Wages, To Date $________________  Lost Wages, Future    $_________________    

Approx. Worker’s Comp Liens   $ ___________________

Status of Case

Demand Letter Amt. $________________N.A._____ 

Settlement offer? Y ___$_________________ N____ 

Probable Settlement Range:$_____________K to_______________K 

Probable Verdict Range  $________________K to _____________K 

Settlement Conf. Date:______________Arbitration Date? Y___/____/_____   N  ____

Est. trial date:____/____/___ Est. closure date:_____/_____/________

Insurance

3rd Party Insurance _______________________________________________________ Address:_________________________________________Phone: _________________

Insured:_________________________________________________________________

Policy Limits:$_______________________Policy Type: Auto Casu/Auto UM/Prop 

Case Claim Number____________________________________

1st Party Insurance Company:_______________________________________________________________

Address:________________________________________Phone:___________________

Insured:_________________________________________________________________

Policy Limits  $_______________________Policy Type: Auto Casu/Auto UM/Prop 

Case Claim Number_____________________________________

Notes or Comments:  _____________________________________________________
_______________________________________________________________________
_______________________________________________________________________

Please fill in as much information as possible and email to pavels59@yahoo.com or ps@dafusa.com 

Fax to: 866-582-8167. For all questions call (847) 224-3817

