VILLARINITWO

DISABILITY INSURANCE QUESTIONNAIRE

The following information you will be providing is considered confidential.  Your explanation of how the injury (or injuries and the medical treatment you received is very important to assure the quality of your representation.

Name _________________________________________________________________________________

Mailing
Address _______________________________________________________________________________

Home 					Business/Other
Phone (___)_________________________  (Phone (___)______________ SS# (USA) ____=___=______

Sex ____________________ Martial Status _____________DOB ___/___/_________________________

Employer _______________________________________________Telephone _____________________

Employer's Address _____________________________________________________________________

Agent ___________________________________ Telephone ____________________________________

Address _______________________________________________________________________________

INJURY QUESTIONNAIRE

Date of Injury __________________________________________________________________________
		Month			day		year			time

Address where injury occurred _____________________________________________________________

______________________________________________________________________________________

Describe in your own words how injury occurred.  _____________________________________________

______________________________________________________________________________________

State fully the nature of your injury _________________________________________________________

______________________________________________________________________________________

On what date did you stop work because of your injury? ________________________________________

MEDICAL BENEFITS

Did you receive medical care? If yes, when? __________________________________________________

______________________________________________________________________________________

Are you presently in the need of medical care as a result of the injury? If yes, describe _________________

______________________________________________________________________________________

______________________________________________________________________________________

Name of treating physician and address ______________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Did you have surgery? If yes, on what date and where? _________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Name of surgeon and address ______________________________________________________________

______________________________________________________________________________________

Names and addresses of other physicians who have examined you for injuries sustained throughout your professional hockey career.

1. ____________________________________________________________________________________

2. ____________________________________________________________________________________

3. ____________________________________________________________________________________

4. ____________________________________________________________________________________

5. ____________________________________________________________________________________

6. ____________________________________________________________________________________

7. ____________________________________________________________________________________

Have you had any prior injuries to the same part of your body? ___________ If yes, please provide dates and names of treating doctors.

1. ____________________________________________________________________________________

2. ____________________________________________________________________________________

3. ____________________________________________________________________________________

4. ____________________________________________________________________________________

5. ____________________________________________________________________________________

NOTICE OF INJURY

Who did you give notice to? _________________________________Title _________________________

On what date? ________________________________Orally or in writing? _________________________

INSURANCE INFORMATION

Name and Address of Insurance Carrier ______________________________________________________

______________________________________________________________________________________

Amount of Policy _____________________________

Effective Dates of Policy _______________________

MISCELLANEOUS

Please list teams you have played for throughout your professional career.

1. ______________________________________ 2. _________________________________

3. ______________________________________ 4. _________________________________

5. ______________________________________ 6. _________________________________

7. ______________________________________ 8. _________________________________

ATTACH IF AVAILABLE

(A) Insurance Policy and claims forms

(B) All Medical/Operative Reports (including trainer's reports and team records)

(C) Diagnostic Films - X-rays, MRI, bone scans

Upon completion, please send to:

BERT VILLARINI
VILLARINI & HENRY
16 Main Street
Hamburg, New York 14075
(716) 648-0510
(716) 648-1806 (fax)
e-mail: bert@villariniandhenry.com
www.villariniandhenry.com


