
Workers' Compensation Information
(Only for patients with work related injuries)

*Please disregard the personal insurance information on the
registration form if you are covered under workman’s
compensation.

Date of Injury/Onset of problem ______________________

Type of Injury/Problem ______________________________

Workman’s Compensation Insurance Company
_________________________________________________

Claim Adjuster _____________________________________

Phone Number (       ) ______________________________

Claim Number _____________________________________

Claim Address _____________________________________
Address

       _____________________________________
City

       _____________________________________
State Zip Code

Office Use Only

Treatment Authorized by _________________________________________________

Company ______________________________________________________________

Phone # (         ) _____________________ Claim Address Verified         Yes         No

Today’s Date _______________________ Your Initials _________________________


