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IF THIS IS A WORK COMP CLAIM 

This information must be entirely filled out, including claim number, phone and fax 

Numbers, date of injury and name of adjustor, prior to being seen in our office. 

 

Company handling claim:_______________________________________ 

Address: ____________________________________________________ 

City/State/Zip:________________________________________________ 

Telephone #:_________________________________________________ 

Claim#:_____________________________________________________ 

Date of Injury:________________________________________________ 

Caseworker/Adjustor Name:_____________________________________ 

Utilization Review Fax Number:___________________________________ 

Litigation:    YES    or      NO 

Patient Name:  
Date of Birth:
MRN: 




