Peter S. Schwartz, MD
Pediatric & Adult Ophthalmology

2333 North Triphammer Road
Suite 403
lthaca, NY 14850

tel: (607) 266-7600
fax: (607) 266-7601

MOTOR VEHICLE NO FAULT INFORMATION WORKSHEET

NAME: TODAY’S DATE:
DATE OF BIRTH: DATE OF ACCIDENT:
CURRENT ADDRESS:

HOME PHONE: SOCIAL SECURITY #:

NAME, ADDRESS AND PHONE NUMBER OF INSURANCE COMPANY COVERING THIS ACCIDENT CLAIM:

NAME AND PHONE NUMBER OF CLAIM REPRESENTATIVE FOR INSURANCE COMPANY:

NAME AND ADDRESS OF POLICY HOLDER (IF DIFFERENT THAN APPOVE):

POLICY NUMBER UNDER WHICH CLAIM IS FILED:

CLAIM NUMBER FOR ACCIDENT:



