
THE WRIGHT LAW FIRM OF CHARLOTTE, P.L.L.C.
525 N. Tryon st., suite 1600, Charlotte, nc 28202

(704) 332-2274
www.Wright4Justice.com

 Automobile Accident Confidential Client Information   (Please Print)  

Today’s Date:  _____________ Date of Accident:  __________________
PERSONAL INFORMATION

Your Full Legal Name:  ______________________________________________________________________________

Date of Birth:  ___  ___  ___       Social Security #:  _____ - ____ - ________    DL#________________ State: _______

Home Address:  _________________________________________________________________ ____________
  (Street) (Apartment #)

__________________________________ _________________ __________________
____________________

(City) (State) (Zip Code) (County)

Home Phone: ( __ ) ____ - ______        Cellular: ( __ ) ____ - ______             Other: ( __ ) ____ - _____ 

Who recommended us to you?  __________________________________   Relationship?  _________________________ 

E-Mail Address: ___________________________   Your Employer / Company Name: 
___________________________

Work Phone: ( ___ ) _____ - _______   extension # ________                Fax at work: ( ___ ) _____ - ________

---------------------------------------------------------------------------------------------------------------------------------------------------
INSURANCE INFORMATION     

Your Insurance Co: _____________________________ Policy # _______________________  Medpay: $________

Agent: _______________________________________          Phone #:  ___________________ Fax: ______________

Address (uninsured / med pay): ________________________________________________________________________

Opposed Insurance ________________________________ Policy # _________________________________________

Adjuster: ___________________________________          Phone #:  __________________ Fax: _______________
---------------------------------------------------------------------------------------------------------------------------------------------------
MEDICAL INFORMATION

Provider 1 __________________________________ Provider 2 _______________________________________

Address____________________________________ Address__________________________________________

__________________________________________ ________________________________________________

Phone:___________________  Fax:__________________ Phone:___________________ Fax:___________________
Letter of Rep & Request w/ release sent: ______________ Letter of Rep & Request w/ release sent: _______________
Records Rec:_________   Bills Rec: __________________ Records Rec:___________   Bills Rec: 
_________________

Provider 3 __________________________________ Provider 4 _______________________________________

Address____________________________________ Address__________________________________________

__________________________________________ ________________________________________________

Phone:___________________  Fax:__________________ Phone:___________________ Fax:___________________
Letter of Rep & Request w/ release sent: ______________ Letter of Rep & Request w/ release sent: _______________
Records Rec:_________   Bills Rec: __________________ Records Rec:___________   Bills Rec:_________________


