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A SERIOUS INJURY LAW FIRM




1869 Upper Water Street

Suite PH 301, Pontac House

HALIFAX, NS   B3J 1S9
www.wagners.co 
Email: classaction@wagners.co 
AIR CANADA FLIGHT 624 
CLASS ACTION MEMBER QUESTIONNAIRE
Date: ______________________

Claimant’s Name (Individual who was a passenger on AC Flight #624 on March 29, 2015):

First




         Middle



 

Last

If Claimant is deceased, please check 


Date of Death: 



Claimant Address:
Contact Address (If Claimant deceased):
Home Phone:

   
Cell Phone: 

Facsimile:

   
Email: 

Date of Birth:

   
Place of Birth: 

Information regarding AC Flight #624 

How did you obtain ticket?: Purchase (Cost)?: 

 Points?: 

 Gift?: 

 
(Please provide a copy of your full flight itinerary, including for flights connecting to or from AC Flight #624 and including all passenger information. Electronic copies or scans may be emailed to us with your questionnaire at: seriousinjury@wagners.co)
Were you travelling for work related purposes?: Yes ____  No _____ 
If yes, please provide employer’s name and address:
Was Toronto your original place of departure?: Yes _______ No _______

If no, what was original place of departure?: 








If no, please provide information about the other departure time(s), airline(s) & flight #(s): 

(Please provide full flight itinerary for your journey in addition to AC Flight #624)

If no, was Toronto a scheduled stopover on your way to your final destination?: Yes          No 

What seat number were you assigned at the time of the crash?: 


Were you travelling alone?: Yes 

  No 

 

Did you have any indication prior to the crash that the plane was in difficulty?: Yes       _ No 

Did any of the flight crew assist you in exiting the plane?: 






How long did you wait until emergency services arrived on the scene?: 




Did you take photos, videos or recordings before, during or after the crash?: Yes       _  No 

If possible, please provide your version of the incident, from the time you first knew the plane was in trouble up to and including the time that the first responders arrived on scene:

Information regarding PHYSICAL INJURIES RECEIVED 
Did you receive any physical injuries as a result of the crash?: 

Yes 

  No 


If yes, please provide details on any physical injuries, medical appointments, treatment and extended care:

Information regarding MENTAL, EMOTIONAL and/or PSYCHOLOGICAL INJURIES RECEIVED 

Did you receive any mental, emotional and/or psychological injuries as a result of the crash?: 

Yes 

  No 


If yes, please provide details on any mental, emotional and/or psychological injuries, medical appointments, treatment and extended care:

Please note that we will never contact any persons listed below without your express consent.

Doctor(s):

Provide details of doctors who would possess medical records related to any injuries and/or treatment you received arising from the crash of AC Flight #624:

Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Pharmacies:

Provide details of pharmacies that would possess prescription records verifying medication you received as a result of the crash of AC Flight #624:

Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Other Physician(s)/Hospital(s):

Provide details of any Medical Specialists/Hospitals/Physiotherapists/Psychologists/ Psychiatrists/Counsellors that have treated you as a result of any complications arising out of the crash of AC Flight #624:

Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





MEDICAL HISTORY/DOCTORS

Provide details of your medical history, such as former G.P.s, Hospitals, Specialists etc.:

Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Please describe the impact of any injuries or any other problems of a physical or psychological nature that is impacting your daily life as a result of the crash:







1

