I N T R E P I D   I N V E S T I G A T I O N S

New York State & Connecticut Licensed, Insured and Bonded Private Investigator

NY License #11000074509, CT License #1-2474
Assignment Request

Date:      
To: Michael Sepanara, Intrepid Investigations

From:        Company:      
Address:      
Phone Number:      
Fax:      
Email:       

Claim Number:      Claim Type:      
Assignment (Type):        (Standard Turnaround 2 weeks)  FORMCHECKBOX 
   Rush  FORMCHECKBOX 
 Date Required:      
Specific Instructions/Client Objectives/Reason For Investigation/Additional Information:      
Video Copy: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 (* Note, Final Reports are always forwarded with photos obtained from any video obtained)

SUBJECT#1 INFORMATION 
Prior Investigation: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Name- Subject:       



(List First, Middle Initial & Last Name as well as any AKA names)

Address:      
Phone No:       DOB:        SSN:        D/L Number:       
  Spouse Name:       Vehicles:      



     

Additional Info:      
PHYSICAL DESCRIPTION

Sex: F  FORMCHECKBOX 
 M  FORMCHECKBOX 
 Race:       Height:       Weight:       Build:       Hair:     
Additional Characteristics:      
EMPLOYMENT INFORMATION

Employed: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Occupation:        Employer:        Address:       Phone:        Current work restrictions:       May Employer be contacted: Yes  FORMCHECKBOX 
 NO  FORMCHECKBOX 


ATTORNEY/MEDICAL PROVIDER

Subject Represented: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  Attorney Name:        Address:      
Phone Number:      
Fax:        Email:      
Reported Injury/Limitations:       Subject Currently Treating? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  Subject Completed Treatment? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Medical provider(s) Name:        Address:      
Scheduled Medical/Legal Appointments:        Additional Info:      
SUBJECT#2 INFORMATION 
Prior Investigation: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Name- Subject:       



(List First, Middle Initial & Last Name as well as any AKA names)

Address:      
Phone No:       DOB:        SSN:        D/L Number:       
  Spouse Name:       Vehicles:      



     

Additional Info:      
PHYSICAL DESCRIPTION

Sex: F  FORMCHECKBOX 
 M  FORMCHECKBOX 
 Race:       Height:       Weight:       Build:       Hair:     
Additional Characteristics:      
EMPLOYMENT INFORMATION

Employed: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Occupation:        Employer:        Address:       Phone:        Current work restrictions:       May Employer be contacted: Yes  FORMCHECKBOX 
 NO  FORMCHECKBOX 


ATTORNEY/MEDICAL PROVIDER

Subject Represented: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  Attorney Name:        Address:      
Phone Number:      
Fax:        Email:      
Reported Injury/Limitations:       Subject Currently Treating? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  Subject Completed Treatment? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Medical provider(s) Name:        Address:      
Scheduled Medical/Legal Appointments:        Additional Info:      
SUBJECT#3 INFORMATION 
Prior Investigation: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Name- Subject:       



(List First, Middle Initial & Last Name as well as any AKA names)

Address:      
Phone No:       DOB:        SSN:        D/L Number:       
  Spouse Name:       Vehicles:      



     

Additional Info:      
PHYSICAL DESCRIPTION

Sex: F  FORMCHECKBOX 
 M  FORMCHECKBOX 
 Race:       Height:       Weight:       Build:       Hair:     
Additional Characteristics:      
EMPLOYMENT INFORMATION

Employed: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Occupation:        Employer:        Address:       Phone:        Current work restrictions:       May Employer be contacted: Yes  FORMCHECKBOX 
 NO  FORMCHECKBOX 


ATTORNEY/MEDICAL PROVIDER

Subject Represented: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  Attorney Name:        Address:      
Phone Number:      
Fax:        Email:      
Reported Injury/Limitations:       Subject Currently Treating? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
  Subject Completed Treatment? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Medical provider(s) Name:        Address:      
Scheduled Medical/Legal Appointments:        Additional Info:      
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1013 Mamaroneck Ave ( White Plains, New York ( 10605

PHONE/FAX: (914) 949-5634 (  CELL: (914) 275-6255

www.intrepidinvestigation.com      email:  invmcs@yahoo.com 

Member-Associated Licensed Detectives of New York

Certified Fraud Claim Law Specialist


