COMPLETE BENEFIT SOLUTIONS, INC.
1113 S. RANGE AVENUE   SUITE 110-325
DENHAM SPRINGS, LA  70726

PHONE:  1-866-887-2274         FAX:  (225) 612-6672
INJURY/ACCIDENT INQUIRY FORM

Date:  ___________________________

Re:  
Group#:  

_____________________________________

Plan Participant:
_____________________________________

Social Security #:
_____________________________________

Patient:

_____________________________________
1. Please check one of the following that best describes the injury or illness:

_____  A non-work related motor vehicle accident.

_____
  A work-related motor vehicle accident.

_____  A work-related illness or injury.

_____  An accident which occurred on your own or someone else’s property.

     2.   Date of accident, injury or illness:  _________________________________

3.  Briefly describe the injuries sustained:  _____________________________

__________________________________________________________________________________________________________________________

4. How did the accident or illness occur?  ______________________________

__________________________________________________________________________________________________________________________

5. Where did the accident, injury or illness occur?  ______________________

_____________________________________________________________

6. Were the injuries the fault of another party:  ____ Yes   or    ____ No

Party at Fault (Please give name & address of party at fault)

Name:  ___________________________  Phone#:  ______________

Address:  ________________________________________________

City:  _____________  State:  _____  Zip:  _____________

7. Will a claim be filed with the part-at-fault’s insurance or Worker’s 
Compensation carrier?  ____  Yes   or  ____  No


Party at Fault’s Liability Insurance carrier or Worker’s


Compensation carrier


Name:  _________________________      Phone#:  _____________


Address:  _______________________________________________


City:  ______________  State:  ____   Zip:  ______________

8. Will a claim be filed with your liability insurance carrier?  

____  Yes    or   ____  No


Your Liability Insurance carrier


Name:  __________________________      Phone#:  _____________


Address:  ________________________________________________


City:  ______________    State:  ____   Zip:  ___________

       9.  Do you intend to retain an attorney?  ____  Yes     or   _____   No



Name:  ________________________    Phone#:  _______________



Address:  _______________________________________________



City:  _________________  State:  _______    Zip:  _____________

     10.  Has the patient received a settlement?   _____   Yes or  _____   No

If the injury or illness was not the result of an accident, please sign below.  Otherwise, please read and sign the Information Release and Reimbursement Agreement at the bottom of this form.

____________


___________________

______________

Date




Claimant’s Signature

Phone Number

INFORMATION RELEASE AND REIMBURSEMENT AGREEMENT

I hereby certify that all statements made herein are true, accurate and complete to the best of my knowledge.  I hereby authorize any physician, clinic, hospital, insurance company, agency or any other party to release to Complete Benefit Solutions, Inc., or its authorized representative, any information or data pertaining to medical treatment.  In turn, Complete Benefit Solutions, Inc. is authorized to release such information or data to any insurance company, other organization or person in order to pursue their right of subrogation, I will do nothing to hinder recovery or to prejudice the subrogation rights of Complete Benefit Solutions, Inc.

In consideration of the payment of benefits by Complete Benefit Solutions, Inc. and in the event recovery is obtained by me from a responsible other party, their insurers or representatives or my own insurers or representatives for the illness or injury for which the benefits were provided by them, I authorize Complete Benefit Solutions, Inc. to receive and subrogate for the total amount of benefits which have been provided.  A photostatic copy of this Information Release and Reimbursement Agreement shall be considered as effective and valid as original.

__________


____________________


____________

Date



Claimant’s Signature


Phone Number

