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FILE #                                             
DATE OPENED:                                
CLIENT MEDICAL NEGLIGENCE REPORT
A.   INFORMATION ABOUT YOU:
1. 
YOUR FULL NAME:                                                                                                                 
(FIRST/MIDDLE/LAST)

1. 
STREET ADDRESS:                                                                                                                 
2. 
CITY/STATE/ZIP:                                                                                                                    
3. 
BEST TIME/PLACE TO REACH YOU:                                                                             


4. 
HOME PHONE:                                
WORK PHONE:                                          




CELL PHONE: ______________________

E-MAIL ____________________________________

1. 
BIRTH DATE:                                   
BIRTH PLACE:                                              

2. 
AGE:                 
HEIGHT _____________ 
WEIGHT _________________

3. 
YOUR SOCIAL SECURITY NUMBER:                                                                                          
4. 
YOUR DRIVER'S LICENSE NUMBER:                                                                                        
5. 
MOTHER'S FULL NAME:                                                                                                          
6. 
FATHER'S FULL NAME:                                                                                                           
B.   CLIENT'S PRESENT MARRIAGE:
1. ARE YOU PRESENTLY MARRIED:                  
IF SO, PLEASE ANSWER THE FOLLOWING:

a. 

DATE OF MARRIAGE:                                                                                                   
b. 

SPOUSE'S NAME:                                                                                                        
c. 

PLACE OF MARRIAGE:                                                                                                 
C.  PLEASE FURNISH NAMES, BIRTH DATES AND ADDRESSES (IF DIFFERENT FROM YOURS) OF ALL  CHILDREN BORN AS A RESULT OF YOUR PRESENT MARRIAGE:


FULL NAME


PRESENT ADDRESS


BIRTH DATE
AGE
D. CLIENT'S RESIDENCE(S):
PLEASE LIST ADDRESSES WHERE YOU HAVE RESIDED FOR THE PAST TEN (10) YEARS AND THE LENGTH OF TIME AT EACH RESIDENCE:



FULL NAME


PRESENT ADDRESS


BIRTH
AGE
E.  MEDICAL CARE IN THIS CASE:
WE NEED THE NAMES OF ALL DOCTOR, OSTEOPATHS, CHIROPRACTORS OR OTHERS WHO HAVE TREATED YOU OR SAW YOU IN CONNECTION WITH THE PROBLEMS YOU ARE NOW HAVING.  PLEASE ANSWER THE FOLLOWING QUESTIONS CAREFULLY:

1.  WHAT WAS THE NAME OF YOUR PERSONAL FAMILY DOCTOR AT THE TIME THE PROBLEM IN THIS CASE AROSE?

a.  NAME:                                                                                                  
b.  ADDRESS:                                                                                            
c.  PHONE NUMBER:                                                                                   
2.  WHAT OTHER PHYSICIANS OR DOCTORS HAVE SEEN YOU, OR TREATED YOU IN CONNECTION WITH THE PROBLEM IN THIS CASE?

I.   NAME:                                                                                                  
I.   ADDRESS:                                                                                            
I.   PHONE NUMBER:                                                                                   
WHAT DID HE/SHE DO FOR YOU? 
a.  NAME:                                                                                                  
b.  ADDRESS:                                                                                            
c. PHONE NUMBER:                                                                                 
WHAT DID HE/SHE DO FOR YOU?
a.   NAME:                                                                                                 
b.   ADDRESS:                                                                                            
c.   PHONE NUMBER:                                                                    
d. WHAT DID HE/SHE DO FOR YOU?       
3.  WERE YOU ADMITTED TO ANY HOSPITAL IN CONNECTION WITH THE PROBLEM IN THIS CASE?                        IF SO, INDICATE AS FOLLOWS:


NAME OF


LENGTH OF



DATE


REASON


HOSPITAL


HOSPITALIZATION



FOR HOSPITAL
4.  DID YOU HAVE ANY OPERATIONS IN CONNECTION WITH THE PROBLEM IN THIS CASE?                    IF SO, INDICATE AS FOLLOWS:

a.  NAME OF DOCTOR PERFORMING SURGERY:                                                                                                                                                         
b.  NAME(S) OF DOCTOR(S) ASSISTING DURING SURGERY:                                                                                                                                        
1. IF YOU DID HAVE AN OPERATION IN CONNECTION WITH THE PROBLEM IN THIS CASE, PLEASE INDICATE DATE OF SURGERY?
2. WHO RECOMMENDED THE SURGEON TO DO THE SURGERY:                                                                                                                    3.  WHY WAS THE SURGERY RECOMMENDED:                                                                                                                                                          4.  DID YOU SIGN AN ARBITRATION AGREEMENT?       IF SO, WAS IT REVOKED?       
F. FACTS OF INJURY
IT IS ESSENTIAL THAT YOU PREPARE A CHRONOLOGICAL FACTUAL STATEMENT OF WHAT HAPPENED TO ;YOU STARTING WITH THE AILMENT OR CONDITION FOR WHICH YOU CONSULTED THE DOCTOR.  THIS STATEMENT SHOULD BE IN COMPLETE DETAIL OF EVERYTHING THAT YOU CAN REMEMBER HAPPENING WITH DATES, NAMES OF PEOPLE PRESENT AND INCLUDING ANY CONVERSATION WITH DOCTORS, OR OTHERS, ABOUT IT.  IF YOU CANNOT RECALL THE EVENT CLEARLY, ASK OTHERS IN YOUR FAMILY TO HELP YOU FILL IN THE DETAILS.  IF THERE IS NOT ENOUGH ROOM, PLEASE CONTINUE ON SEPARATE SHEETS OF PAPER.  DATES, NAMES OF DOCTORS, AND OTHER CONVERSATIONS WITH THE DOCTORS AND ACCURATE STATEMENTS OF WHAT TOOK PLACE ARE ESSENTIAL TO YOUR CASE.

THIS IS WHAT HAPPENED TO ME:                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     
G. CLIENT'S EMPLOYMENT
PLEASE LIST PLACES OF EMPLOYMENT, BEGINNING WITH MOST CURRENT, AND EXTENDING BACK AT LEAST FIVE (5) YEARS PRIOR TO DATE OF ALLEGED PROBLEM:


EMPLOYER


ADDRESS


FROM/TO

WAGES
H. MISCELLANEOUS
1.  WHO DO YOU THINK IS AT FAULT FOR YOUR PROBLEM IN THIS CASE AND WHY?
2.  CAN YOU THINK OF ANYTHING THAT YOU HAVE NOT TOLD US ABOUT THAT MAY HAVE SOME BEARING UPON YOUR CASE?        IF SO, PLEASE INDICATE THIS ON THE FOLLOWING LINES:
3. HAVE YOU THOUGHT OF ANY INFORMATION WHICH WE MAY NOT HAVE ASKED YOU AND WHICH MAY BE OF SOME ASSISTANCE TO US IN CONNECTION WITH YOUR CASE?        IF SO, PLEASE INDICATE THIS ON THE FOLLOWING LINES:
4. IN COMPLETING THIS INTERVIEW OUTLINE, HOW HAS INCIDENT CAUSED YOU DAMAGE (I.E., WHAT KINDS OF THINGS WERE YOU ABLE TO DO BEFORE THAT YOU ARE UNABLE TO DO AT THIS TIME?
5.  HOW DO YOU TYPICALLY SPEND YOUR LEISURE TIME (I.E., SPORTS, HOBBIES, CLUBS, ETC.)?
6. DO YOU HAVE ANY TYPE OF DISABILITY THAT PREVENTS YOU FROM DOING ANYTHING?

I HAVE READ THE ABOVE STATEMENT AND THE SAME IS TRUE AND CORRECT.

DATED THIS              DAY OF                     , 200    .
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