Tucker & Ludin, P.A.

New Client Questionnaire
	Personal Information

This questionnaire is only for our office use in evaluating and preparing your case.  Answer each question accurately and completely.  If more space is needed, please use the reverse side of the page.  Please advise our office of any changes or additions to these answers that occur in the future.  This is very important.  

	Name:

(First, Middle, Last)
	 Sex          M

                 F

	Social Security #:
	Date of Birth:

	Street Address: 

	City:
	State:
	Zip:

	Home Phone:
	Cell or Other Phone:

	Fax:
	E-mail:

	Do you have a valid driver’s license?            Yes          No      

	Marital Status:             Single                              Married                      Partnered

                                    Separated                       Divorced                    Widowed

	Name of Spouse:
	# of Children under age 25: 


	Referral Information

How did you hear about Tucker & Ludin, P.A.?

	         Other Lawyer Referral
	Name:

	         Friend / Family Referral
	Name:

	        Yellow Pages
	Which city?

	        Website
	Please specify:

	        Other
	Please specify:


	Education

	What is your highest level of education completed?

	             High School Diploma
	           GED
	           2-year college
	         4-year college

	List any vocational or technical training:

	

	Employer Information

	Company Name:                                            Supervisor Name:

	Street Address:

	City:
	State:
	Zip:

	Supervisor Phone: (      )  
	Human Resources Phone: (      )

	Job Title: 
	Rate of Pay: $ ________ /       hr        wk        yr


	For Loss of Income or Disability

	Your Monthly Earnings: $ _______
	% of Monthly Earnings to be paid: _____%

	Disability Benefit Amount: $ ________/ month

	Waiting period: __________ days

	When did you start working for the company?

	Have you missed work as a result of the incident / accident?          Yes           No

	Date last worked?  _____/_____/_____
	Days missed?

	Job Duties:



	Has a doctor restricted you from work?           Yes           No

	Doctor’s Name:

	Has any insurance paid your wage loss?          Yes          No

	Insurance company name:

	If this insurance is worker’s compensation, do you have a worker’s compensation attorney?       

          Yes          No                    

Attorney’s Name/Address/Phone:



	If unable to work, describe the problems that have kept you from working:




	Current Doctors
	Prior Doctors

	List all doctors you’ve seen for the past five (5) years:

	Name: ______________________________
Phone: _____________________________
Town/City: ___________________________
Why Seen: __________________________
____________________________________
	Name: ________________________________
Phone: _______________________________
Town/City: _____________________________
Why Seen: ____________________________
______________________________________

	Name: ______________________________
Phone: _____________________________
Town/City: ___________________________
Why Seen:___________________________
____________________________________
	Name: ________________________________
Phone: _______________________________
Town/City: _____________________________
Why Seen: ____________________________
______________________________________

	Name: ______________________________
Phone: _____________________________
Town/City: ___________________________
Why Seen: __________________________
____________________________________
	Name: ________________________________
Phone: _______________________________
Town/City: _____________________________
Why Seen: ____________________________
______________________________________

	Name: ______________________________
Phone: _____________________________
Town/City: ___________________________
Why Seen: __________________________
____________________________________
	Name: ________________________________
Phone: _______________________________
Town/City: _____________________________
Why Seen: ____________________________
______________________________________

	Name: ______________________________
Phone: _____________________________
Town/City: ___________________________
Why Seen: __________________________
____________________________________
	Name: ________________________________
Phone: _______________________________
Town/City: _____________________________
Why Seen: ____________________________
______________________________________


	Medical Care Information (Hospital Confinements)

	List all hospital confinements in the past (5) years:

	Reason: ____________________________________________________________________
Hospital (Name, Address, Phone, Fax): ___________________________________________
___________________________________________________________________________
Month / Year in hospital: _______________________________________________________
Procedures / Tests performed: __________________________________________________
___________________________________________________________________________
Related to incident / accident:          Yes           No


	Reason: ____________________________________________________________________
Hospital (Name, Address, Phone, Fax): ___________________________________________
___________________________________________________________________________
Month / Year in hospital: _______________________________________________________
Procedures / Tests performed: __________________________________________________
Related to incident / accident:          Yes           No


	Reason: ____________________________________________________________________
Hospital (Name, Address, Phone, Fax): ___________________________________________
___________________________________________________________________________

Month / Year in hospital: _______________________________________________________
Procedures / Tests performed: __________________________________________________
Related to incident / accident:          Yes           No


	Reason: ____________________________________________________________________
Hospital (Name, Address, Phone, Fax): ___________________________________________
___________________________________________________________________________

Month / Year in hospital: _______________________________________________________
Procedures / Tests performed: __________________________________________________
Related to incident / accident:          Yes           No



	Medical Care Information (medications)

	List your prescribed drugs and over-the-counter drugs

	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  



	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  



	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  



	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  



	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  



	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  



	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  



	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  



	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  



	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  



	Name of Drug:                                    Strength:          mg        Frequency taken:        x /day         

Side effects:         Yes        No       If yes, list side effects:  




	List any personal expenses, paid by you, related to the incident / accident:

	Expense:
	Amount: $

	Expense:
	Amount: $

	Expense:
	Amount: $

	Expense:
	Amount: $

	Expense:
	Amount: $


	Other Legal Information

	List any accidents or other injuries which have ever occurred before or after this accident:

	1. 

	2. 

	3. 

	4.  

	List any other lawsuits in which you have been involved:

	Date
	City
	Type of Claim
	Result

	1. 
	
	
	

	2. 
	
	
	

	3. 
	
	
	

	4. 
	
	
	

	Have you ever been charged with a felony, or a crime involving dishonesty or a falsehood, or domestic violence?             Yes          No

If convicted, please explain:



The answers in this questionnaire (pages 1 through 6) are true and correct to the best of my knowledge.  

Signed: ________________________________
Date:____/_____/______
	For Office Use Only – Please do not write below this point

	Attorney:    JVT     EEL                  Case Handler:          

	Date interview taken:                          Interview taken by: 

	File #:                                  Date Opened:
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