Workers’ Compensation Form
Please complete this form if you were injured on the job

We are happy to process your Workers’ Compensation claim at no charge.  However, we can ONLY process your claim if the information is provided below.  Please also supply us with a copy of your personal health insurance card, in the event that this claim is denied.

Have you reported this injury to your employer?    □ Yes      □  No

Is your employer aware of your visit today?           □ Yes       □ No

*******************************************************************
Patient Information:

Patient Name:_____________________________SS#:_____________

Home Address:_____________________________________________

Phone #:_______________________Occupation:__________________

Employer Information:

Employer Name:_____________________________________________

Employer Address:___________________________________________

Employer Phone #________________________Fax#:_______________

Contact person to verify claim/injury:_____________________________

Workers’ Compensation Insurance Information:

Workers’ Compensation Insurance Carrier Name:_____________________

Workers’ Compensation Insurance Address:________________________

_________________________________________________________

Workers’ Compensation Phone#:________________Fax#:____________

Workers’ Compensation Contact Person:___________________________

CLAIM#:_________________________________________________

*******************************************************************
Where do we send reports/bills?   □ Employer     □  W/C Insurance Co.

PLEASE TURN THIS PAGE OVER & COMPLETE PAGE 2  ►
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Injury Information:

Date you were injured on the job:________________Time:____________

Did you report the accident to your employer when the injury occurred? Yes □ No

Name of person you reported it to:_______________________________

Place of Injury:_____________________________________________

Description of how the accident occurred:_________________________

Have you seen any other physician for this injury?  □Yes    □ No
   If yes, name of physician:____________________________________

   Did you have x-rays taken:  □ Yes     □ No

   What was the physician’s diagnosis?_____________________________

Have you lost any time from work as a result of this injury?  □Yes   □  No

     If yes, how much time?_____________________________________

Have you had any previous health problems prior to this injury?□Yes □No

      If yes, what type of health problems?_________________________

________________________________________________________

Please be sure you have answered all the questions.  Thank you!  ☺
AUTHORIZATION
I clearly understand and agree that all services rendered to me are charged directly to me and I am personally responsible for payment in the event that my Workers’ Compensation benefits are denied.

Patient’s Signature:________________________Date:______________
w/c 7/2005
