LAMOILLE HEALTH

PARTNERS

Motor Vehicle Accident Insurance & Consent to Release Medical Records Form

Patient Information

Patient Name: Request Date:

Birth Date: Date of Accident:

Mailing Address: Were you the driver in the accident or
passenger?

City/State/Zip: Telephone #:

Information about the vehicle you were in: Your Signature allows Lamoille Health Partners to contact this
insurance company.

Insurance Name: Insurance Telephone Number:
Name of vehicle owner: Insurance Fax Number:
Insurance Mailing Address: Adjusters Name:

Claim number:

We do not bill third-party liability insurance (i.e., insurance covering a vehicle you were not occupying at
the time of the accident). We bill only the motor vehicle insurance that provides coverage to you, whether
through your own policy or the policy covering the vehicle you were in. We submit claims to motor vehicle
insurance only after verifying active coverage. If active coverage is not available, we will submit claims to
your health insurance when appropriate or bill you directly.

REQUIRED SIGNATURE

I authorize Lamoille Health Partners to provide all medical records and reports as requested by myself,
my insurance, or the insurance listed above regarding the diagnosis, condition, or treatment related to this
specific claim.

Signature of Patient Date: / /

For Questions: Please Contact Patient Financial Services at 802-851-8600
FAX: 802-851-8716
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