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APPLICATION FOR BENEFITS—PERSONAL INJURY PROTEGTION

TO ENABLE U3 0 DETERMINE IF YOU ARE ENTITLER TO RENEFITS UNDER THE FIRSONAL INJURY BROTEATION LAW
YOU MUST GOMPLETE AND SI1GN THIZ FORM,

2. YOU MUST ALSO $IGN THE ATFACHER AUTHORIZATION(S),

3. RETURN FROMPTLY WITH ANY MEDICAL BILLS YOU HAVE REGEIVED TO DATE,

IMPORTANT: 1.

'-DATE OUR POLICYHOLDER PATE OF ACCILENT | cLamM NUMHEﬂ{
i
10:
161 Wilminglan Wost-Chester Plkn
Chadda Ford
PA, 10347
—
YOUR NAME PHONE NOHOME BUSINESS
YQUR ADDRESS (NO.. BTREET, CITY UR TOWN, STATE AND ZIP CODE) DATE OF BIRTH BOCIAL SECLRITY NO,
DATE AND TIME OF ACCIDENT " PLAGE OF ACCIRENT (STREET, CITY OR TOWN AND §TATE)
/ / X
BRIZF wHSCRIFTION OF ACCIDENT '
DO YOU OR ANY MEMBER OF YOUR HOUSEHOLD vas{ ) WERE YOU THE BRIVER OF THE AUTOMOBILE? ves( ) no ()
QWN AN ALTOMOBILE? No () WERE YOU A FASEENGER [N THE AUTOMOBILE? ves( ) wno ()
NAME QF INSURANCE GDMPANY . WERE YQIU A PEQESTRIAN? ves( ) wo ()
WERE YOU A MEMBER QF AUTOMOBILE OWNER'S vEs( ) w0 (B

HOUBEHOLD?

AS A RESULT OF THIS ACCIOENT WERE YOU INJURED? YES ( ) NOQ ( ) IF YOUR ANSWER I3 vB% COMPLETE THE REST OF 1118 FORM, IF NG S$IGN HERE ANE THIS FéRM TO
US. AETURN THIS FORM TGO LiG.

DATL:,

L

SIGNATURE g N )

OESCRIBE YOUR INJURY

WERE YOU TREATED BY A DOCTOR?
YES( YNO ()

DROCTOR'S MAME AND ADDRIESS

IF YOU WERE TREATED IN A HOSPITAL WERE YOU HOBMITAL'S NAME AND ADDRESS

AN n-paTiENT? () ouT-pATIENT? (
AMOUNT QF MEDIGAL
BILLS TO DATE: §

DID YOU LOSE WAGES GR BALARY AS A RESULT OF
YOUR MauRY? Yits( ) N

" AT TIME DF YOUR AGGIDENT WERE YOU IN THE GOURRE OF
YQUR EMPLOYMENT? vis () No (

WHAT I8 YOUR AVERAGE
WEEKLY WAGE OR $ALARY? §

WL, YOUHAVE MORE MEDICAL
exeense? ves (o ()
IF YES, AMOUNT
LOSTTODATE §

1P YOLI LOST WAGES: OATE DISARILITY PATE YOU RETURNED
FROM WORK BEGAN 0 WORK
HAVE YQU RECEIVED OR ARE YOU ELIGIPLE FOR s WO IF YES, AMOUNT
BENGFITS UNDER = = —
(1) ANY WORKMEN'S COMPENSATION LAW? (r Q)
(2) EMPLOYEES TEMPORARY DISABILITY BENEFIT STATUTE? () () ( yrerweek ( ) PER MoNTH
(3) MEDICAREY () ()

e

LIST NAMES AND ADDRESSES OF YOUR EMPLOYER AND OTHCR EMFLOYERS FOR QNE YBAR PRIOR TO ACCIDENT DATE AND GIVE OGCUPATION AND DATES OF EMPLOYMENT.

EMPLOYER AND ADDRCSG QCCURATION FROM TGO
EMPLOYER AND ADURESS OGEUPATION FROM i)
EMPLOYER AND ADDRESS QLCYPATION FROM TN

A5 A RESULT OF YOUR INJURY HAVE YOU HAD ANY OTHER EXPENSES. YES { ) NO { }IF YOS, EXPLAIN ON REVERSE SIWE.

X

DATE

Lalk Pl NI P R




00 NOT DETAGH
AUTHORIZATION FOR MEDICAL INFORMATION
THIS AUTHORIZATION OR PHOTQGORY HEREGF, Wikl AUTHORIZE YOU TO FURNISH ALL INFORMATION YOLI MAY HAVE REGARDING
My CONRITION WHILE UNDER YOUIR QRSERVATION OR TREATMENT, INCLUDING THE HISTORY OBTAINED, X-RAY AND F't?l‘gSICAL
E

FINDINGS DIAGNOSIS AND PROGNOSIS. YOU ARE AUTHORIZED TO FROVIDE THIS INFORMATION IN ACCORDANCE Wit
PEREONAL INJURY FROTECTION BENEFITS LAW. ‘

SIGNATURE!

DATE

DONOTRETACH
AUTHORIZED FOR WAGE AND SALARY INFORMATION

THIZ AUTORIZATION OR PHOTOCORY FIEREOF, WILL AUTHORIZE YOU TO FURNISH ALL INEORMATION YOU MAY HAVE REGARDING MY
WAGES PR SALARY WHILE EMPLOYED BY YOU, YOU ARE AUTHORIZED TO PROVIDE THIS INFORMATION IN ACCORDANGE WITH THE
PERSONAL INJURY PROTEGTION BENERITS LAW.

SIGNATIRE:

DATE

SOCIAL SECURITY NUMEBER

A PERSON WHOQ SUBMITS AN APPLICATION OR FILES A CLAIM WITH INTENT TO DEFRAUD QR
HELPS COMMIT A FRAUD AGAINST AN INSURER IS GUILTY OF A CRIME.

ATG lor Granite State Insurance Co. AUl




