
HEAD INJURY PATIENT INFORMATION 
 

Patient Information 
 
Patient Name: 
 

 
 

 
Patient Address: 
 

 

 
Patient Phone #: 
 

 
 

 
Date of Birth: 
 

 

 
Date of Loss: 
 

 
 

 
Insurance Information 
 
Company: 
 

 
 

 
Address: 
 

 
 

 
Phone/Fax Number: 
 

 
 

 
Adjuster: 
 

 
 

 
Claim #: 
 

 
 

 
Other Information (including phone/fax numbers) 
 
Case Manager: 
 

 

 
OT: 
 

 
 

 
Lawyer: 
 

 

 
Family Doctor: 
 

 

 
Other Specialists: 
 

 
 
 

 
Visual Symptoms 
Experienced: 
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