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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: seriousinjury@wagners.co 
Class Action Website: www.contactsolutionclassaction.ca   
AMO ALL-IN-ONE MOISTUREPLUS CLASS ACTION INTAKE FORM
Date: ______________________

Claimant’s Name (Individual who used product):

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: 

Remainder of this form pertains to information about the Claimant

Date of Birth:

   
Place of Birth: 

Social Ins. #:

   
Health Card #: 

Occupation:


Employer:


Retired:      Yes


No


Marital Status: 

Single: 

Married: 

Common Law: 

Divorced: 

Widowed: 

Separated: 

Divorce Date: 

Widowed Date: 

Separated Date: 

Spouse:

Name












 

First



Middle


 
Last
Date of Birth:
   



    




 

S.I.N. No.:
   



    
H.C. No.






Children (Only to be completed if Claimant is Deceased):

1)  Name











 

First



Middle


 
Last
Date of Birth:
   



    




 

S.I.N. No.:
   



    
H.C. No.






2)  Name











 

First



Middle


 
Last
Date of Birth:
   



    




 

S.I.N. No.:
   



    
H.C. No.






3)  Name











 

First



Middle


 
Last
Date of Birth:
   



    




 

S.I.N. No.:
   



    
H.C. No.






4)  Name











 

First



Middle


 
Last
Date of Birth:
   



    




 

S.I.N. No.:
   



    
H.C. No.






History of use: 

Date first commenced use of the contact lens solution:  





 
Date terminated use of the contact lens solution:  






 
How often was it used?:  










Location where solution was purchased: 








Approximate dates solution was purchased: 








Do you have receipts of purchase?: 










Do you have any of the product and/or packaging?: 








(If so, please keep any evidence of purchase)




Medical information: 
Please indicate any previous eye problems/disorders prior to use of the contact lens solution:

Please indicate symptoms encountered from use of contact lens solution:

Has a diagnosis of AK been confirmed?: 

If Yes, when?: 

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

Family Doctor(s):

Provide details of doctors who would possess medical records related to medical conditions and/or treatment received arising from the use of All-In-One MoisturePLUS contact lens solution:

Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Eye Doctor(s)/Specialist(s):

Provide details of eye doctors and/or specialists who would possess medical records related to medical conditions and/or treatment received arising out of the use of the AMO All-In-One MoisturePLUS contact lens solution:

Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Other Physician(s)/Hospital(s):

Provide details of any other medical practitioner or facility who would possess medical records related to medical conditions and/or treatment received arising out of the use of the AMO All-In-One MoisturePLUS contact lens solution:

Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Name: 

Name:






Phone #: 

Phone #: 





Address: 

Address: 





Additional Comments/Information:

If you have any information or comments related to your use of the AMO All-In-One MoisturePLUS contact lens solution, please provide same:






5

