WORKERS COMPENSATION

Patient Information

In order to submit a claim for your work injury, please complete this form in its entirety.

Any incomplete forms will delay processing/authorization of claims.

PATIENT NAME: 










SOCIAL SECURITY #: 









DATE INJURY OCCURRED: 








WAS YOUR EMPLOYER NOTIFIED OF INJURY? 
(circle)

YES or
  NO
DOES EMPLOYER OFFER LIGHT DUTY?

(circle)

YES or
  NO
ARE YOU CURRENTLY WORKING?


(circle)

YES or
  NO
IF YES:
(circle) 
FULL or LIGHT DUTY
DESCRIPTION OF INJURY: 








PLEASE EXPLAIN HOW ACCIDENT OCCURRED: 






EMPLOYER: 










COMPANY NAME: 









ADDRESS: 











PHONE #: 











CONTACT PERSON: 









EMPLOYER’S INSURANCE CARRIER (obtain from your employer)

NAME: 











ADDRESS: 











PHONE #: 











CONTACT PERSON: 









PATIENT WC CASE #: 









REFERRED TO OUR OFFICE BY: 







NAME: 











ADDRESS: 











PHONE: 











IS ABOVE DOCTOR CURRENTLY TREATING YOU?   (circle)   YES   or    NO
ANY XRAYS/TESTS FOR INJURY?   YES   or    NO  Facility 




ATTORNEY INVOLVED IN CASE? (circle)    YES   or    NO

NAME AND ADDRESS: 





















