Sowr Kool & Our Tocdvos:
737 Sishop Swreet, Sulle 1200

Honoki, Hewas Sears QUESTIONNAIRE TO DETERMINE THIRD-PARTY LABILITY
Phone: (308) 9414622
Toll-Free: (888) 9414822
In order to determine benefts for your claim(s), HMAA requices the follow additional information for sarvicas that result
Sccident or injury. ALL QUESTIONS REQUIRE A R apcres Plaasa note the fakure & mmmu%?maiﬂ
Upon sign and date this form and retum R 1o the addrees A MWQ*‘:‘
"(808) $35-5342. ¥ you have any questions, mmmhwmmum«awu«m«&wm
INSURED'S NAME PATIENT'S NAME
MEMBER (D# DATE OF SERVICE
DIAGNOSIS

Was the accident or injury related to work?

] Yes - Name and address of employer:
O No - skip to #4.

Have you filed for Warkers' Compensation? O Yes [J No-Please explain:

Did the accident or injury involve a motor vehicie? O Yes O No
If YES, name, address & policy number of insurance carrier

S. Is another party potentially responsibie for your accident or injury? [] Yes O No
- If YES, did you file a claim or lawsuit? O Yes {3 No, but ! ptan to file a claim or lawsuit,
3 No, and | do not plan to file a claim or lawsuit.
Was a poiice report made? [ Yes 0 No

Nota: thm&nﬂampydhnddmandpohnpoﬂs.ﬂhmmmdm if this incident 's
ocuinwMammMmrMmammemmyhmmodmmr
available under your policy. ¥ your accident or injury

3 No, but 1 plan to retain legal counset. 0J No, and i do not plan 1o retain legal counsel.

Completed by:

Signature Print Name D
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