
MOORE AND HAWTHORNE, L.L.C. 
CLIENT INFORMATION SHEET 

 
DATE: _____________ 

CLIENT:  __________________________________  SSN: ________________________________ 

ADDRESS: _________________________________  EMAIL:  _____________________________ 

___________________________________________  CELL PHONE:  ________________________   

BUSINESS PHONE: _________________________  HOME PHONE:  _______________________ 

EMPLOYER:  _______________________________  POSITION:  ___________________________  

AVERAGE WEEKLY SALARY:  _______________  DATE OF BIRTH:  _____________________ 

MARITAL STATUS:  _________________________  NAME OF SPOUSE:  ___________________ 

ER: _______________________________________  EMS: _________________________________ 

X-RAY, MRI _________________________________                INJURIES:  ___________________________ 

TREATING PHYSICIAN #1:  ________________________________________________________________ 

TREATING PHYSICIAN #2:  ________________________________________________________________ 

EXPECTED LENGTH OF TREATMENT:  _____________________________________________________ 

HEALTH INSURANCE/MEDICAID/MEDICARE: _______________________________________________ 

SUBROGATION CO.:  _________________________ SUBROGATION FILE NO.:____________________ 

SUBROGATION ADJ. NAME:  ______________________   PHONE NO.  ___________________________ 

SUBROGATION LIEN AMOUNT:____________ W/C LIEN AMOUNT:_________________________ 

PREVIOUS INJURIES OR ACCIDENTS:  ______________________________________________________ 

CLIENT’S AUTO INSURANCE CO.:  _________________________________________________________ 

               _________________________________________________________ 
               Adjuster’s Name    Phone No. 
 

POLICY/CLAIM NO.:  ________________________________Med Pay?______________________________ 

YR, MAKE AND MODEL OF VEHICLE:  ______________________________________________________ 

PROPERTY DAMAGE $         OPPOSING PARTY:  _______________________ 

LIABILITY INSURANCE CO.:     ______________________________________________________________ 

          _____________________________________________________________ 
          Adjuster’s Name    Phone No. 
      
POLICY/CLAIM NO.:  ______________________________________________________________________ 

DATE OF ACCIDENT:  _______________   PHOTO: Yes or No CITATION GIVEN:  _____________ 

OPPOSING COUNSEL:  ____________________________________________________________________ 

CLIENT REFERRED BY:  ___________________________________________________________________ 

Are you currently in bankruptcy or intend to file soon?  ______________ (yes or no) 

EMERGENCY CONTACT:  __________________________________________________________________ 

Notes:               


