
 MOTOR VEHICLE 
21-DAY NOTIFICATION OF COMENCEMENT OF 

MEDICAL TREATMENT 
 

 
Name, address and phone no. of Treating Health Care Provider: 
 
 
______________________________________________________ 
 
______________________________________________________ 
 
 
Name and address of patient: Name and address of insured: 
 
_________________________ _________________________ 
 
_________________________ _________________________ 
 
Insurer name and address: ________________________________ 
 
           ________________________________ 
 
Claim/Policy No. _______________________________________ 
 
Date of accident/injury:  __________________________________ 
 
Date of first treatment: ___________________________________ 
 
 
 
 
 


