TODAY’S DATE___________________

PATIENT NAME_________________________________ DATE OF BIRTH________________

INJURY / TRAUMA REPORT

NAME OF INSURANCE: 
_______________________________________________________

INSURANCE ID#:

________________________________________________________

GROUP#:


_________________________________________________________

To Whom It May Concern:

I was involved in an injury or accident on DATE:
________________________________________

HOW it happened:

__________________________________________________________





__________________________________________________________





__________________________________________________________



___________________________________________________________

WHERE it happened:
___________________________________________________________




___________________________________________________

IS THERE ANY THIRD PARTY LIABILITY?

YES____________   NO__________

      IMPORTANT:    I     WILL    /   WILL NOT  BE SEEKING COMPENSATION FROM 




ANOTHER INSURANCE. OR OTHER PARTY FOR THIS 






ACCIDENT /  INJURY

The above report represents a true statement to the best of my recollection.

SIGNATURE:______________________________________

DATE:____________________

PRINT NAME: _____________________________________

WITNESS: _________________________________________



BOWER CENTRAL TEXAS IMAGING / CENTRAL TEXAS OPEN MRI  * 19 GRUENE  PARK DR * NEW BRAUNFELS, TX 78130 * 


PH# 830-606-1200    FAX# 830-606-1276





