APPLICATION FOR BENEFITS-PERSONAL INJURY PROTECTION Page

IMPORTANT : 1. TO ENABLE US TO DETERMINE IF YOU ARE ENTITLED TO BENEFITS UNDER THE
PERSONAL INJURY PROTECTION LAW, YOU MUST COMPLETE AND SIGN THIS FORM.
2. YOU MUST ALSO SIGN THE ATTACHED AUTHORIZATION(S).
3. PLEASE RETURN PROMPTLY TO THE ADDRESS LISTED BELOW,
NAME AND ADDRESS OF INSURER: NAME AND PHONE NUMBER OF INSURER'S CLAIMS REPRESENTATIVE:
Progressive Direct Insurance Company

PO BOX 512926
LOS ANGELES, CA 90051

DATE POLICYHOLDER POLICY NUMBER DATE OF ACCIDENT CLAIM NUMBER

YOUR NAME PHONE NOS. HOME; BUSINGSS:

YOUR ADDRESS (NG, STREEF, CITY-OR TOWN AND Z1P CODE) ) DATEOF BIRTH SOCIAL SECURITY NO.

DATE AND TIME OF ACCIDENT ‘ PLACE OF ACCIDENT (STRERT, CITY OR TOWN AND $TATE)
AM.
PM,

BRIFDBSCRITTION OF ACCIDBNT!

DO YOU.OR ANY MEMBER. OF YOUR HOUSEFIOLD. ves T N[O WERE YOUTHEDRIVER OF {REMOTOR VERICLE? — Yis F - No O

OWN AN AUTOMOBILE? ' : WERE YOU A PASSENGER IN THE MOTOR VEHIGLE? ves 1 wo @I

NAMEOF INSURANCE, COMPANY/POLICY# _ WERE YOU A PEDESTRIAN? ¥ves 01 Nod

“WERE YOU A MEMBER OF AUTOMOBILE OWNER’S ves L wold
HOUSEROLD?

DO YOU OR A RELATIVB WITH WHOM YOU yes 1 wold
RESIDE QWN A MOTOR VEHIGLE?

AS$ A RISULT OF THIS ACCIDENT WERE YOU INJURED? YES [ wo [
I YOUR ANSWERIS YES COMPLETE THE REST OF THIS FORM, IF NO'SIGN AND RETURN ‘FHTS FORM TO US,
SIGNATURE: DATE;-

DESCRIBE YOUR:ANJURY:

0k M b B L T LT T I Tepppapy . .

WERE YOU TREATED BY ADVCTOR? | DOCTORSS MAMIEAND ADDIESS
yiEs 1 no [

IF YOU WERE TREATED AT AHOSPITAL WEREYOU | HOSPITAL'S NAME ANDADDRESS
AN INSPATIENT? R ouT-pATIENT? ()
. DATE(S) OF ADMISSION

-AMOUNTOF HEALTHBILLS TODATR!  § WiLL YOU HAVE MOREMEDICAL AT THE TIME OF YOUR.ACCIDENY WERE YOU IN THE COURSE OF YOUR
nxeense? ) yes: G No BMPLOYMENT? 0 ves [ No

DID YOU LOSE.TIME TROM WORK? ‘
0 ves QO nNo WHATIS.-YQUR.GROSS:AVERAGH NUMBER GFDAYS YOU WORK PER WBEK:
“WEEKLY WAGB OR SALARY? NUMBER OFHOURS YOU WORK PER WREK:

I¥ YOU LOST WAGRSH DATR-ABSENCE FROM WORK BEGAN

HAVE YOU RETURNED TO.WORK? [X YES: C.’I ‘NQ  JP YES, DATE YOU RETURNED TO WORK:
AMOUNT Of TIME LOST FROM WORK: _ .

HAVEYOU RECEIVED OR ARE YOU BLIGIBLE POR

BENEFITSUNDER YES NO :
{1). ANY WORKMEN'S COMPENSATION LAW Q 0 IFYES, AMOUN‘r $
(2) BNPLOYENS TEMPORARY DISABILIY BENERIT STATUTS [w] O IFYBS,AMQUNTS
(3¥ MEDICARE = [w]

1R YES, PROVIDE YOUR MEOQTCARE 1D NUMBER OR YOUR HEALTH INSURANCE CLATM NUMBER.

{4y UNEMPLOYMENT BENEFITS ju] C} ¥ YES, AMOUNT S,
(5)-SOCIAL SECURITY DISABILITY INSURANCE m [} IPYES, AMOUNT §

. O wiwime O pERMONTH

,HOW MANY MONTHS?

LIST NAMES ANDADDRESSES OF YOUR EMPLOYER AND OTHER BMPLOYERS FOR ONE YEAR PRIOR TO.ACCIDENT DATE AND, GIVE OGCUPAT TION AND DATES OF BVMPLOYMENT:

EMPLOYRRAND ADDRESS " OCCUPATION hoM 10

i e m

HMPLOYBRAND ADDRESS ' SetURATION T TroM IO

Aewhab ek bl ue kb abad w ol B r b A e b a4 Kb dh n e B o b e ey b il s e g d R b e ae sy o e d W U b ) b B o gy K

EMPLOYER AND.: DRFSS QCCUPATION FROM

drnhad el

1 of 2

AS A RESULT OF YOUR INJURY HAVE YOU HAD ANY OTHER EXPENSES? L1 vi$ [ No 1P 'YES, PLEASE EXPLAIN,

HAVE YQU BEEN DIAGNOSED WITH O ARE YOU SUFFERING FROM END-STAGE RENAL FAILURBORALS? [ yes [ wo

Continued:



Clalm Number: 17-2206177
Page2 of 2

SIGNATURE DATE

Form Z851(01/12)



