
Insurance Information for MVA Claim

___________________________________________________________________________________________________________________

Kirstin Schumaker, LMT Oregon license # 6582, NPI # 1902133283
Embody Change Structural Integration phone: 503-720-7403
6018 SE Stark Street, Suite 103, Portland, Oregon 97215

Client: _____________________________________________________________________
                                        LAST                            FIRST                            MI

Client’s Date of Birth: ___________________
Client’s Address:

____________________________________________________________________________
ADDRESS                          CITY                                      STATE               ZIP

Date of Accident: _____________________ State of Accident: ________

Referring Physician: __________________________________ Phone #: _________________

Primary Insurance:
Insurance Company: __________________________ Claim #: _________________________

Insured’s Name: _______________________________________________________________
                                                                LAST                          FIRST                            MI
Insured’s Address (or write same, if same as client’s)

____________________________________________________________________________
ADDRESS                           CITY                                      STATE               ZIP

Insured’s Date of Birth: ________________ Relationship of Client to Insured: ____________
Claims address:
______________________________ Claims Representative’s Name: _________________
______________________________ Phone #: _________________
______________________________  FAX #: _________________

Secondary Insurance:
Insurance Company: __________________________ Claim #: _________________________

Insured’s Name: _____________________________________________________________
                                                                LAST                 FIRST                            MI
Insured’s Address (or write same, if same as client’s)

____________________________________________________________________________
ADDRESS                           CITY                                      STATE               ZIP

Insured’s Date of Birth: ____________ Relationship of Client to Insured: _____________
Claims address:
______________________________ Claims Representative’s Name: _________________
______________________________ Phone #: _________________
______________________________  FAX #: _________________


