PO BOX 709718
Sandy, UT 84070-9718
Customer Service: 1-844-234-4472

motivhealth

Accident Form

Member Name: Claim #: Member ID #:

Was the treatment in question a result of one of the following? Date of Injury:

Q Motor vehicle accident Q Injured at patient's home Q Injured on someone else’s property

Q Injured at work Q Other

Please briefly describe what happened or led to the accident or injury:

Patient was: [ Driver 0 Passenger [ Pedestrian [ Motorcyclist

Motor Vehicle

State in which accident/injury occurred:

List all family members involved:

Accident Insurance Carrier: Claim/Policy:
(Auto, Motorcycle, Adjuster's Name: Phone:
R, /AN Other Party’s Insurance Carrier: Claim/Policy:
Adjuster's Name: Phone:
Work-Related Employer’'s Name: : Phone:
Injury Work Comp Insurance Carrier: Phone:
Adjuster's Name: Phone:
Name of Other Party:
|njury Occurred Other Party's Street Address:
on Someone City: State: ZIP:
Else’s Property | Their Insurance Carrier: Claim #:
Adjuster's Name: Phone:
Are you pursuing a personal injury claim? diyes & No
Attorney Name: Phone:

Attorney
Information

Law Firm Name:

Has the claim been settled?: [ Yes i No Date Settled:

With whom did you settle:

Please mail form to:

or fax to:
or email:

844-234-4472

PO BOX 709718 Sandy, UT 84070
844-533-1289
subrogation@motivhealth.com

© MotivHealth Insurance Company accident_form_260818




Authorization to Release Insurance Benefit Records

| authorize any auto insurance carrier, its adjusters, and any related third parties to
release to MotivHealth Insurance Company and its designated representatives any and all
records, information, and documentation related to my Personal Injury Protection (PIP)
coverage, including but not limited to PIP payment ledgers, benefit payment histories,
coverage determinations, and any other information relevant to coordination of benefits
or subrogation recovery arising from the accident or injury referenced above.

| understand that this authorization is voluntary. | may revoke this authorization at any
time by submitting a written request to MotivHealth Insurance Company; however, any
revocation will not apply to disclosures already made in reliance on this authorization.
This authorization will remain in effect until the earlier of: (1) resolution of all claims and
subrogation matters related to the above-referenced accident or injury, or (2) one (1) year
from the date of my signature below.

| certify that the information provided above is true and correct to the best of my
knowledge, and | authorize the release of insurance benefit records as described above. A
copy of this signed authorization shall be treated as equivalent to the original.

Please provide a telephone number where we may reach you if additional information
is needed:

Signature of Member:

Signature of Dependent (if under 18 years of age):

Date:

Printed Name of Person Signing Form:

Some states require that we notify you: “Any person who knowingly, with intent to defraud or deceive an insurance company or
employee benefit plan, files a false statement containing false, incomplete, or misleading information is, in some states, guilty of
a felony of the third degree.”
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