
Shaded areas MUST be completed before you will be seen by a physician. 

 

      Updated 10/2008 

 

WORKERS’ COMPENSATION INTAKE FORM  
 

Patient:__________________________________________________________________ 

Address:_________________________________________________________________ 

City: ____________________________State: _______________ ZIP:_______________ 

Best Phone # to Reach You:__________________ Alternate Phone #:________________ 

Date of Birth: _________________________ Date of Injury: ______________________ 

State in which Injury Occurred:  __________ Description of Injury: _________________ 

________________________________________________________________________ 

Were films taken? Yes ______ No ______ If yes, what type? ______________________ 

Will you bring films to appointment?  Yes ______ No ______ 

Have you checked that physician is on your employer’s panel?  Yes ______ No ______ 

Referred by: _____________________@ ______________________  Date: _________ 

 

If patient does not speak/write English, complete the following: 

Name of Person Attending Visit with 

Patient:____________________________ 

Phone Number:_____________________ 

Name of Person/Org Making Translation 

Arrangements:_______________________ 

Phone #:____________________________ 

 

WORKERS’ COMPENSATION INSURANCE INFORMATION 

 

Claim # _____________________________________ 

Company____________________________________ 

Address_____________________________________ 

City________________ State_______ ZIP_________ 

Case Manager 
Name: ______________________ 

Phone: ______________________ 

Fax:     ______________________ 

Email:  ______________________ 

Billing Info if Different 
Address_____________________________________ 

City ________________State_______ ZIP_________ 

 

Adjuster 
Name: ______________________ 

Phone: ______________________ 

Fax:    ______________________ 

Email: ______________________ 

 

EMPLOYER INFORMATION 

Company  Name:__________________________________________________________ 

Address:_________________________________________________________________ 

City: ____________________________State: _______________ ZIP:_______________ 

Contact:_________________________________________________________________ 

Phone # (___) _____ - _____________                            Fax (____) _____ - __________ 

Email: __________________________________________________________________ 

 

LEGAL INFORMATION 

Were you referred by an attorney?   ____ Yes     ____No 

Attorney Name:___________________________________________________________ 

Address: ________________________________________________________________ 

Phone # (___) _____ - _____________                            Fax (____) _____ - __________ 

 


