
 

 

MOTOR VEHICLE ACCIDENT INSURANCE INFORMATION 
 

WHO WAS THE DRIVER OF THE VEHICLE YOU WERE IN? ________________________________________________ 

 

WHO IS THE REGISTERED OWNER? _________________________________________________________________ 

 

AUTO INSURANCE COMPANY? _______________________________ PHONE NUMBER? ______________________ 

 

FAX NUMBER? ______________________ POLICY NUMBER? ___________________________________________ 

 

CLAIM NUMBER? ___________________________________ PIP COVERAGE? ______________________________ 

 

ADDRESS OF INSURANCE COMPANY? _______________________________________________________________ 

 

 

 

 

WHO WAS THE DRIVER OF THE OTHER VEHICLE? ______________________________________________________ 

 

NAME OF THE REGISTERED OWNER? _______________________________________________________________ 

 

ADDRESS OF THE REGISTERED OWNER? _____________________________________________________________ 

 

_____________________________________________________________________________________________ 

 

AUTO INSURANCE COMPANY? _________________________________ PHONE NUMBER? ____________________ 

 

FAX NUMBER? _______________________ POLICY NUMBER? ___________________________________________ 

 

CLAIM NUMBER? _________________________________ CLAIMS ADJUSTER? _____________________________ 

 

ADDRESS OF INSURANCE COMPANY? _______________________________________________________________ 

 

 

 

 

ATTORNEY NAME? __________________________________________ PHONE NUMBER? ____________________ 

 

FAX NUMBER? ______________________ PARALEGAL? _______________________________________________ 

 

ADDRESS? ____________________________________________________________________________________ 

 

 

 

 

WASHINGTON CHIROPRACTIC 7100 FUN CENTER WAY #120 TUKWILA, WA. 98188 425-251-3101 FAX 206-582-2976 


