
MVA CLIENT INFORMATION   
 
AUTO INSURANCE INFORMATION: 
 
INSURANCE COMPANY: _______________________________________________________________ 
 
ADDRESS: ____________________________________________________________________________ 
 
ADJUSTERS NAME: LAST __________________________  FIRST: __________________________ 
 
PHONE: _____________________________ FAX: ___________________________________________ 
 
NAME OF INSURED: LAST _________________________  FIRST: ___________________________ 
 
POLICY #: ________________________________________ D.O.L: ___________________________ 
        (Date of Loss/Accident) 
CLAIM #: _________________________________________ 
 
 EXTENDED HEALTH INSURANCE INFORMATION: 
 
NAME OF EMPLOYER: ________________________________________________________________ 
 
PRIVATE INSURANCE COMPANY: _____________________________________________________ 
 
POLICY & OR GROUP #: _______________________________________________________________  
 
CERTIFICATE & OR ID #: ______________________________________________________________ 
 
PHYSIOTHERAPY COVERAGE $________/PER YEAR  REFERRAL REQUIRED �YES �NO   
 
MASSAGE COVERAGE $ ___________/PER YEAR   REFERRAL REQUIRED �YES �NO   
 
Does your spouse also have Private health insurance?  YES / NO 
If yes, please complete the next section. 
 
EXTENDED HEALTH INSURANCE INFORMATION – SPOUSE: 
 
NAME OF EMPLOYER: ________________________________________________________________ 
 
NAME OF PLAN MEMBER:_____________________________________________________________ 
 
D.O.B OF PLAN MEMBER: _____________________________________________________________ 
 
PRIVATE INSURANCE COMPANY: ______________________________________________________ 
 
POLICY & OR GROUP #: _______________________________________________________________ 
 
CERTIFICATE & OR ID #: ______________________________________________________________ 
 
PHYSIOTHERAPY COVERAGE $________/PER YEAR  REFERRAL REQUIRED �YES �NO    
 
MASSAGE COVERAGE $ ___________/PER YEAR  REFERRAL REQUIRED �YES �NO   


