
Worker’s Compensation Information 

 

 
Date______________ Claim #________________________________________ 

 
Patient Information 

Name_____________________________ Birthdate____________Soc. security #_______-_____-_______ 
Address__________________________________City___________________ST_____Zip code__________ 
Home phone  (____)_____-_______  Cell phone  (____)_____-_______ Work phone (____)_____-_______ 

 
 

Employment Information 
Current employer________________________________ Employer phone (____)_____-_______ 
Employer address_______________________________City________________ST_____Zip code_________ 
Contact person__________________________ Phone # (____)_____-_______ 

 
 

Injury Information 
Date of injury ________________ Time (Approximately) __________     ___am  ___ pm 
Place of injury _____________________________________________________________________________ 
Accident reported to employer? ___ Yes  ___ No     
Name of person you reported accident to _________________________________ 
Give full description of how the accident happened______________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
Have you lost anytime from work? ___Yes ___ No 
Have you received treatment from any other physician? ___ Yes ___ No 
If yes, please list their names: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
Were x-rays taken? ___ Yes ___ No 
Do you have any previous Worker’s Compensation injuries? ___ Yes ___ No 
If yes, please list the dates: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 
 

Authorization 
I clearly understand and agree that all services rendered to me are charged directly to me and that I am 
personally responsible for payment in the even that my claim for Worker’s Compensation is denied. 
 
Patient Signature________________________________________________ Date _____________________ 


