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INTERVIEW FORM: SLIP, TRIP, and FALL 
Name: ________________________________________ Social Security #: ___________________ 

Address: _____________________________________ City: __________________ Zip: _________ 

Which phone number would you like us to list as your primary contact number? 

Home _________________ Cell ___________________ Work ___________________ 

Email address: ____________________________________________________________________ 

Birthdate: _________________ Age: ______ Spouse’s Name: ___________________________ 

Children’s Names & Ages: ___________________________________________________________ 

Who referred you to our office? _______________________________________________________ 

Date of Incident: ___________________ Location: ___________________________________ 

Name, Address & Phone of Property Owner _____________________________________________ 

________________________________________________________________________________ 

Property Owner’s Insurance Company: ___________________ Claim Number: ________________ 

Description of Incident: _____________________________________________________________ 

________________________________________________________________________________

________________________________________________________________________________ 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________  
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Describe Injuries Caused by Incident: __________________________________________________ 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

Names of Doctors, Hospitals and Others Who Have Treated You for This Incident: ______________ 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

Previous Injuries: -- describe injury and when occurred: ___________________________________ 

________________________________________________________________________________

________________________________________________________________________________ 

________________________________________________________________________________ 

Names of doctors who have treated you before this incident: _______________________________ 

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 

Wage Loss: Employer on date of injury: ____________________ Job Title: ___________________ 

Date you first began working there: _________________ Date last worked:____________________ 

Salary/Wage on date of injury: _____________________ Wages/Days lost: ___________________ 

Do you owe back child support and/or does OSE have any liens for payment of back child support? 

________________________________________________________________________________ 

________________________________________________________________________________ 

If you have Health Insurance/Medicare please provide a copy of your Health Insurance/Medicare card 
and/or provide your Health Insurance/Medicare number: 
________________________________________________________________________________ 

Did you give a statement to an insurance adjuster?  If so, to whom? __________________________ 

________________________________________________________________________________ 

 

Have you been represented by another attorney for this claim?  If so, who?  ____________________ 

________________________________________________________________________________ 
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I certify that the above information is true to the best of my knowledge. 

________________________________ ___________________ 

Signature  Dated 

Other information which would assist us in evaluating your claim: ____________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________
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