
PERSONAL INJURY INSURANCE QUESTIONAIRE 
 

Please Complete All Blanks – All Information Is Required 

 
YOUR INSURANCE COMPANY INFORMATION 
 
Insurance Company Name: __________________________________________________________ 
Address: _________________________________________________________________________ 
City, State, Zip: ____________________________________________________________________ 
Phone #: _________________________________________________________________________ 
Claims Adjuster: ___________________________________________________________________ 
Claim #: _________________________________________________________________________ 
Policy #: _________________________________________________________________________ 
 
Do you have PIP (personal injury protection)?  � Yes      � No  
 

If yes, are you the insured?   � Yes    �  No           
 

Limit?  � $10,000      � $35,000    � Other __________________    � Not Sure       
 
If no, Insured’s Name: _________________________________Phone #: ______________________ 
          Insured’s Address: ____________________________________________________________ 
 
Date of Accident: _________________________________________________________________  
 

 
AT FAULT PARTIES PERSONAL INFORMATION – (The driver of the other vehicle) 
 
At Fault Driver’s Name: _____________________________________________________________ 
At Fault Driver’s Address: ___________________________________________________________ 
City, State, Zip: ___________________________________________________________________ 
 
AT FAULT PERSON’S INSURANCE INFORMATION 
 
At Fault Driver’s Insurance Company: __________________________________________________ 
Insurance Company Address: ________________________________________________________ 
City, State, Zip: ____________________________________________________________________ 
Insurance Company Phone #: ___________________________ Claim #: ______________________ 
Claims Adjuster Name: __________________________ Policy #: __________________ 
 

 
ATTORNEY INFORMATION 
 
Have you retained an Attorney?  Yes  No  
Attorney Name: ___________________________________________________________________ 
Attorney Phone #: __________________________________________________________________ 
Attorney Address: __________________________________________________________________ 
City, State, Zip: ____________________________________________________________________ 
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