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                                           CLAIM FOR “NO FAULT” BENEFITS

(If Completing the Form By Computer, Please Use The Tab Key To Select Each Field.)


	[bookmark: Text1]Claimant:        _____________________ 
	[bookmark: Text2]SLC File Number:_________________

	[bookmark: Text3]Date of Accident: __________________
	[bookmark: Text4]State Agency: ____________________



IN ORDER FOR US TO DETERMINE IF YOU ARE ENTITLED TO PERSONAL INJURY PROTECTION BENEFITS UNDER THE COVERAGE PROVIDED BY THE STATE OF FLORIDA, COMPLETE AND RETURN THIS FORM.

	Please Print or Type:




	[bookmark: Text5]Claimant’s Full Name:    ____________________________________



	[bookmark: Text10]Date of Birth: _________________
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	Address: 
	[bookmark: Text6]     




	[bookmark: Text8]Home Phone: ______________
	[bookmark: Text9]Business: _____________
	


	[bookmark: Text11]Date of Accident:   __________
	[bookmark: Text12]Time:      _________
	[bookmark: Text51]Years lived in Florida: ______



	[bookmark: Text14]Place of Accident: _______________________________


	Brief Description of Accident: 
	[bookmark: Text43]     

	[bookmark: Text44]     

	[bookmark: Text45]     

	

	Identify Motor Vehicle Owned by You:



	[bookmark: Text16]Year: ________
	[bookmark: Text17]Make: __________
	[bookmark: Text50]Model: _________
	[bookmark: Text19]Tag No: _______



	Identify Motor Vehicle Owned by Members of your family:



	Year: ________
	Make: __________
	Model: _________
	Tag No: _______

	Year: ________
	Make: __________
	Model: _________
	Tag No: _______






	[bookmark: Check1][bookmark: Check2]Were You Injured: |_| Yes  |_| No
	If No, Sign Here and Return to Us.





	Signature: ______________________________________
	[bookmark: Text21]Date: _________________








	[bookmark: Text23]Claimant Name: ______________________
	[bookmark: Text24]SLC File Number: __________________




	IF YOU WERE INJURED,  COMPLETE THE FOLLOWING:



	Describe Injury: 

	[bookmark: Text48]     

	
[bookmark: Text49]     



	[bookmark: Check3][bookmark: Check4]Medical Treatment Required:    |_| Yes |_| No
	[bookmark: Check5][bookmark: Check6]Hospitalized:    |_| Yes  |_| No

	[bookmark: Text25]Doctor/Hospital Name:_________________________
	[bookmark: Text26]Address: ______________________________


	Medical Bill to Date: _________
	[bookmark: Check7][bookmark: Check8]Future Medical Expense:     |_| Yes  |_| No

	[bookmark: Check9][bookmark: Check10]Were you in the Course of  Employment:   |_| Yes |_| No
	[bookmark: Text27]Weekly Wage: ______________

	[bookmark: Check11][bookmark: Check12]Lost Wages Due to Injury:     |_| Yes  |_| No
	If Lost Wages, Amount to Date: _________

	Last Date Worked: _________
	Date Returned to Work: ___________



	[bookmark: Check13][bookmark: Check14]Have You Received or Are You Eligible For Payments Under Any Worker’s Compensation or Unemployment Law:       |_| Yes   |_| No



	Amount Per Week: ___________
	Amount Per Month: _________
	



	Furnish Names and Addresses of your Present Employer(s):



	Employer: ____________________________
	Address: ______________________________

	Job Title:   ____________________________
	[bookmark: Text37]From:     ________           To: ________



	Employer: _________________________
	Address: _________________________

	Job Title:   _________________________
	From:     ________      To: ________



	[bookmark: Check15][bookmark: Check16]Any Other Expenses Due to Injury:   |_| Yes   |_| No

	If yes, Explain:

	[bookmark: Text46]     

	[bookmark: Text47]     




	PURSUANT TO SECTION 817.234, F.S., ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD OR DECEIVE ANY INSURANCE COMPANY, FILES A STATEMENT OF CLAIM CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS GUILTY OF A FELONY OF THE THIRD DEGREE.



	Signature: ________________________________________
	[bookmark: Text40]Date: _______________________




	IMPORTANT:      In Order For Your Claim To Be Properly Considered: 

	                                1.   Complete and sign this claim form.

	                                2.    Sign attached authorization(s).

	                                3.   Return these forms

	                                4.   Submit medical and other bills you have received, which support your claim.
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