AmeriHealth Administrators
Subrogation Form

Injury or lliness Inquiry

Member ID / Agreement # Sub #

Patient Name

Condition:

» Was this condition related to any of the following? (Choose one.)

A work accident or illness
An automobile accident
A motorcycle accident
Other

A school related accident

An injury caused by another party

An accident in someone else’s home

An accident in a business establishment
other than the employer’s

Not an accident or injury

oo
Iniig

* Date of accident or onset of condition:

* Briefly describe the accident or the onset of the condition, including the location.

1. If the condition is work related, and the patient is your dependent, provide the name and address of
the dependent’s employer.

Employer's Name

Address
Phone #
Contact:
2. If the condition was auto related, 3. If the condition was motorcycle related,
provide the following: provide the following:
Patient’s Auto Insurance Carrier: Patient’s Motorcycle Insurance Carrier:
Name Name
Address Address
Phone # Phone #
Contact: Contact:
Policy # Policy #
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4, If the accident occurred at school or during a sporting activity, and the patient is covered by the school
or sports injury insurance, provide the following:

School or Sports Insurance School or organization through
Company: which coverage is provided:

Name Name

Address Address

Phone # Phone #

Contact: Contact:

Policy #

5. If you foresee filing a claim or taking legal action against anyone due to the damages arising from this

injury, provide the following:

Other Party’s Identification: Other Party’s Insurance Company:
Name Name
Address Address
Phone # Phone #

Have you retained an attorney to represent you in this matter?
L1 Yes L1 No

If Yes:
Attorney’s Name
Address

Phone #

If No, do you anticipate doing so in the future?
L1 Yes L1 No

Comments:

Please sign below and provide your daytime phone number in the event we have further questions.

Signature of Member / Employee Date

Daytime Phone Number : ( )
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