
ACCIDENT / INJURY CLAIM

PLACE PATIENT LABEL HERE
Today’s Date:

Patient Name:

MRN:                                                            Date of Birth:

Official Use

Swedish NC 0004 ADMIN (Rev. 6/29/2018)

PATIENT INFORMATION

We do not discriminate on the basis of race, color, national origin, sex, age, or
disability in our health programs and activities.

Print Name Date

Patient Signature

Last Name (Legal) First Name, Middle Name (Legal) Date of Birth

Type of Claim

Insurance Company Name Claim # / Policy #

Date of Injury / Accident What state did it occur in?

Claim Manager / Adjuster Name Phone Number

Employer at time of injury (if work related) Phone Number

Briefly describe how the injury occurred

Work Other ____________________________________Auto


