
 

 
Name:        Date of Birth:       

Address:       Male  ❑ Female  ❑ 

City/St/Zip:       English ❑    Spanish ❑    Other ❑     

Email:_____________________________________ 

Employer:       Soc. Sec. No.       

Address:       Telephone # (H)      

City/St/Zip:         (W)      

Marital Status  ❑M  ❑S  ❑Sep   ❑D    Spouse’s Name:      

Do you have health coverage? ❑Yes  ❑ No If so, name and id #:        

Name, address, relation, and telephone number of friend or relative not living with you:    
                
 
Date of Incident:       Time:        
Place:        
 
At the time of the incident, did you have an operation? Yes  ❑ No  ❑ 

 If YES, were you told of the risks involved?  Yes  ❑ No  ❑ 

What illness or health problems were you being treated for?       

               

                

                

                

                

 
List names of physicians and nurses present at the time of the incident: 

           
           
           
           
 

Please describe the injuries which you claim to have suffered as a result of the incident: 
                

                

                

                

 
When did you first notice you were injured?          

               

 
List the doctors and hospitals with which you are presently treating, indicating (if possible) the address or in 
which city or town they are located: 
           
           
          
          
           
    

 
RON BONIN LAW 
1070 Reservoir Avenue 
Cranston, RI  02910  
(401)943-5500 

 

 

FOR OFFICE USE ONLY 

Date of Interview:       

By:         

Source of Referral: ❑  Yellow Pages    

   ❑  Other:     


