=, LEGACY CLAIM REFERRAL FORM

——SOLUTIONS —
A GITTER COMPANY

SELECT SERVICE (PLEASE CHECK ALL THAT APPLY):

D Legacy Claim Resolution Service w/ LCS Signature Valuation Program™

D Signature MSA Service (10-day turnaround) D Signature Rush MSA Service (5-day turnaround)
CLAIMANT/APPLICANT NAME CLAIMANT/APPLICANT PHONE GENDER
| | |
CLAIMANT/APPLICANT DATE OF BIRTH CLAIMANT/APPLICANT SS NUMBER STATE OF JURISDICTION
| | |
CLAIMANT/APPLICANT ADDRESS CITY STATE Z1p
| | |
DATE OF INJURY CLAIM NUMBER
| |
EMPLOYER/DEFENDANT NAME EMPLOYER/DEFENDANT PHONE
| | |
EMPLOYER/DEFENDANT ADDRESS CITY STATE Z1P

ADJUSTER ADDRESS CITY STATE ZIp

ADJUSTER PHONE ADJUSTER FAX ADJUSTER EMAIL

PROVIDE COPY OF MSA TO (CLICK ALL THAT APPLY):
D Adjuster D Defense Attorney D Claimant/Applicant Attorney D Structure Broker D Other (Please specify in notes)

PROVIDE COPIES OF RELEASES TO (CLICK ALL THAT APPLY):
D Adjuster D Defense Attorney D Claimant/Applicant Attorney D Structure Broker D Other (Please specify in notes)

ACCEPTED/DENIED INJURIES:

INJURY DESCRIPTION:

NOTES:

1106 SECOND STREET, #473 * ENCINITAS, CA * 92024 * (P) 8774482772 * (F)760.740.0449 * CSVS@LEGACYCLAIMS.COM

WWW.LEGACYCLAIMS.COM


Thomas Matson



DEFENSE FIRM NAME

<

4

= LEGACY CLAIM
—SOLUTIONS —
A GITTER COMPANY

DEFENSE ATTORNEY NAME

DEFENSE FIRM ADDRESS ADDRESS CITY STATE ZIp
| I I
DEFENSE FIRM PHONE DEFENSE FIRM FAX DEFENSE ATTORNEY EMAIL

| |

CLAIMANT/APPLICANT FIRM NAME CLAIMANT/APPLICANT ATTORNEY NAME

I I

CLAIMANT/APPLICANT FIRM ADDRESS CITY STATE ZIP

CLAIMANT/APPLICANT FIRM PHONE CLAIMANT/APPLICANT FIRM FAX CLAIMANT/APPLICANT ATTORNEY EMAIL

STRUCTURED SETTLEMENT COMPANY

STRUCTURE BROKER NAME

STRUCTURE BROKER PHONE STRUCTURE BROKER FAX

STRUCTURE BROKER EMAIL

Has claimant/applicant applied for SSDI benefits? [ Yes
Is claimant/applicant currently receiving SSDI benefits? [ Yes
Has claimant/applicant applied for Medicare benefits? [ Yes

Is claimant/applicant currently receiving Medicare benefits? [] Yes

] No
] No
] No
[ No

D Unknown
D Unknown
D Unknown

D Unknown

REQUESTED ITEMS FOR ALL REFERRALS:

PREVIOUS 2 YEARS OF MEDICAL RECORDS

PREVIOUS 2 YEARS OF CLAIMS PAYMENT HISTORY

PREVIOUS 2 YEARS OF PRESCRIPTION PAYMENT HISTORY

PREVIOUS 2 YEARS OF “CRITICAL CORRESPONDENCE”

(EMAILS, LETTERS, JUDGEMENTS, ETC.)

PLEASE SEND ALL REFERRALS TO EITHER:

CSVS@LEGACYCLAIMS.COM

OR

1106 SECOND STREET, #473
ENCINITAS, CA 92024
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