CLIENT INTAKE FORM

Medical Malpractice
Today’s Date:
First Name: Middle Name Last Name:
Address: City: State: Zip code:
Home Phone: Cell Phone: Work Phone:
Email Address:
Date of Birth: SSN:

Married  Single  Divorced  Widowed  Minor
Spouse’s Name:
Spouse’s Date of Birth: Spouse’s SSN:

Incident Information

Briefly describe what happened:

When did the incident happen?
If the incident happened more than two years ago, when did you first learn of the possible
negligence?
Where did it happen? Please provide the name and address of the hospital, clinic, or medical office
where the incident occurred:

Who do you think did something wrong and why? Please identify the specific medical provider(s)
(full name of doctor, nurse, hospital, etc.) you believe did something wrong. Include what you
believe they did wrong and why you think it was negligent. Example: “Dr. John Smith performed
surgery on the wrong leg. I had complications from that surgery and needed a second surgery to
the correct leg.”




Injury

What injuries or complications did you suffer as a result of the injury?

Have you fully recovered from the injury? L] Yes [J No
If no, please describe your current condition:

Has the injury affected your ability to work, live independently, or care for others? L1 Yes [1 No
If yes, please explain briefly:

Other Information

Have you spoken with any other attorneys about this matter? L1Yes L1 No
If yes, who?

Do you have a copy of any of your medical records related to this incident? [1 Yes [1 No



