
CONNECTICUT FAMILY ORTHOPEDICS, P.C. 
33 HOSPITAL AVENUE 

DANBURY, CT 06810 
(203) 792-5558 

FAX# (203) 731-3213 
 

 
Patient Name_____________________________     Account No________________ 

  
Patient Address:___________________________ 
 
                          ____________________________ 
 
Dear Patient; 
 
To expedite processing of your claim, please complete this questionnaire as to how your 
injury occurred. 
 
Please circle the appropriate response. 
 
Was this injury related to a Motor Vehicle Accident?            Yes      No 
If yes, please provide details as to date, place and time of injury: 
 
 
Please indicate which state accident occurred? 
 
 
Was this injury related to your employment 
 (Workers’ Compensation)?                                                      Yes     No 
If yes, please provide details as to  date, place and  
time of injury: 
 
 
 
 
 
If not Workers Comp or Motor Vehicle related, please describe in detail how your injury 
occurred. Please be specific as to date, place and time of injury. 
 
 
 
 
 
Patient Signature______________________Date____________________ 
 
Witness______________________________Date____________________ 




