
WORKMAN’S COMPENSATION INJURY INFORMATION 
 
Today’s Date ____________________   Social Security # ____________________________________ 
 
Patient’s Full Name: _________________________________________________________________________ 
 
Employer:___________________________________________ Work Phone # __________________________ 
 
Employer Address: ___________________________________________________________________________ 
 
Referred by: ____________________________________ Date of Injury: __________________________ 
 
Were treated for this injury by another Doctor? ________   If yes, by whom?______________________________ 
  
When: ________________________ Describe accident: ___________________________________________ 
 
___________________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
 
Your position at work: ________________________________________________________________________ 
 

ALL WORK RELATED INJURIES MUST BE AUTHORIZED BY THE EMPLOYER.   
WHO SHOULD WE CONTACT? 

 
Name: ______________________________________________  Phone: __________________________ 
 
Company Insurance: ___________________________________  Phone: __________________________ 
 
To whose attention should bill be sent: ____________________________________________________________ 
 
Supervisor’s Name: ____________________________________ Phone: __________________________ 
 
Date disability began: _________________________________________________________________________ 
 
Have you retained an attorney? ___________________ Name: _______________________________________ 
 
Address: _____________________________________________ Phone: __________________________ 
 
*********************** IMPORTANT PLEASE READ CAREFULLY *************************** 
 
If you are here for treatment due to an accident at work be sure you have filed a report with your 
employer.  If we are unable to verify this injury as a workman’s compensation injury, you will 
be responsible for payment of any charges for your care. 
 
Patient’s Signature: ___________________________________________________________________________ 
 
 
----------------------------------------------------------------------------------------------------------------------------------------- 

OFFICE USE ONLY 
 

Workman’s compensation verified: _________ By whom: ____________________________________________ 
 
Title: _________________________________ Date: _______________________________________________ 
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