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 BODILY INJURY ASSESSMENT(S) REFERRAL FORM 
 
DATE OF REFERRAL:  _____________________________  

 

 
Referral Source:  
 
Referral Source File #: 

Adjuster:  
 

Claims Assistant: 

Branch Address:  
Phone#:  __________________________ 

 
Email: ____________________________ 

 

 
Phone#:  _____________________ 
 
Email: _______________________ 

 

Primary Insurer (If Required)                                                                   Primary Claim #: 
                                                                                                                    Policy #: 

Claimant Information:    
 
Name: _____________________________ 
 
(  ) Male  (  ) Female 
 
DATE OF BIRTH: ____________________ 
 
DATE OF INCIDENT: _________________ 
 
Address: __________________________ 

 

City: ______________________________ 
 
Province: __________________________ 
 
Postal Code: ________________________ 
 
Phone (home): ______________________ 
 
Phone (cell) : _______________________ 
 
Phone (work): _______________________ 
 
Email: _____________________________ 
 

Plaintiff Counsel Information: 
 
Legal Firm: ________________________ 
 
Address: _________________________ 
 
City: _____________________________ 
 
Province: _________________________ 
 
Postal Code: ______________________ 
 
Phone: ___________________________ 
 
 
Contact Name: 
 
__________________________________ 
 
Email: ____________________________ 

Defence Counsel Information:  
 
Legal Firm: __________________ 
 
Address: ____________________ 
 
City: ________________________ 
 
Province: ____________________ 
 
Postal Code: _________________ 
 
Phone: ______________________ 

 
 
Contact Name: 
 
____________________________ 
 
Email: ______________________ 

 
Interpreter Required: (  ) Yes  (  ) No   
 
Language:  _________________________ 
 
Transportation Required: (  ) Yes  (  ) No   
 

 
Reported Injuries & Additional Details:  
 

_________________________________ 

 

_________________________________ 

 
Special Accommodations: 
(Communications, Assistive Technology, 

Equipment) ________________________ 
   
 

 
Type of Assessment (s) 
requested: 
____________________________ 
 
____________________________ 
 
____________________________ 
 
____________________________ 
 
 

 

INSTRUCTIONS TO VENDOR:  

 

 

 

 


	Claims Assistant:
	Adjuster: 
	Phone#:  _____________________
	Phone#:  __________________________
	                                                                                                                    Policy #:

