
	
  
 

Worker’s Compensation Information 
 
Patient Name: ________________________________________________________DOB: ____/_____/_____ 

Telephone: (______) ______-_________  Social Security #: ________ - _______ - __________ 

Employer’s Name __________________________________________________________________________ 

Employer’s Address: ________________________________________________________________________ 

Contact Person/Manager: ______________________________ Phone #: (______) ______-_________  

Date of injury/accident: ____ / ____ / ________ State in which the injury occurred: _______________ 

On the date of injury, describe your usual work activity: 
___________________________________________________________________________________________
___________________________________________________________________________________________ 

On that date, what was your job title/description: ________________________________________________ 

WORKER’S COMPENSATION INSURANCE INFORMATION 

Name of Insurance Carrier: __________________________________________________________________ 

Address: ___________________________________________________________________________________ 

Address of where the injury/accident occurred: __________________________________________________ 

Contact Person: __________________________________ Phone #: (______) ________-______________ 

WCB Case #: ____________________________________ Carrier Case #: _________________________ 

Describe how your injury occurred: 
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________ 

Have you lost time from work? ____ No ____ Yes,   If yes, how long? ________________________ 

Are you working now? ____ No ____ Yes,   Last date worked: _______________________ 

Have you seen another doctor for this injury? ____ No ____ Yes 

If yes, please provide his name and phone number? 

Physician Name: _______________________________   Phone #: (_____) _____-________  

 

Please note: Should the insurance company refuse to accept this claim as a Worker’s Comp case, I do understand that I am 
fully responsible for my medical bills at the physician’s standard fee.  



	
  

 


