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WORKERS’ COMPENSATION / MOTOR VEHICLE ACCIDENT INFORMATION 
 

 
Patient Name: ___________________________________________________ Date of Birth: _____________________ 
 
Date of Injury/Accident: ________/________/________  Injured Body Part: __________________________________ 
 

 
Workers’ Compensation Carrier: ______________________________________________________________________ 
Address: _________________________________________________________________ Phone: __________________ 
Claim Adjuster’s Name: __________________________  Claim Number: _____________ Phone: __________________ 
Claim is currently:  [  ] Open  [  ]Closed  [  ]  Pending Other: ______________________________________________ 
 
Employer Name: ___________________________________________________________________________________ 
Employer Address: __________________________________________________________________________________ 
Employer Telephone: __________________________________  Contact Person: ________________________________ 
Accident reported to the Employer?     Yes  [  ]    No  [  ]   
 
Any previous Workers’ Compensation Injuries?     Yes  [  ]    No  [  ]  
Date(s) of previous Injuries: ___________________________________________________________________________ 
Is claim still open?     Yes  [  ]    No  [  ]  If yes, claim number: _________________________________________ 
 
 

MOTOR VEHICLE ACCIDENT INFORMATION: 
 
Will your auto insurance pay for this injury?    Yes  [  ]  No  [  ] 
 
Patient’s Auto Insurance: _____________________________________________________________________________ 
Claim Number: ______________________ Adjuster’s Name: ________________________________________________ 
Phone: _____________________________ 
Billing Address: ____________________________________________________________________________________ 
City: _________________________________ State: ____________________________ Zip: ______________________ 
 
Was a police report filed?     Yes  [  ]    No  [  ] 
If yes, report number: _________________________________  State and county filed in: _________________________ 
 
 
 
 

*PATIENT IS REQUIRED TO HAVE OWN PIP (personal injury policy) 
*WE WILL NOT BILL THIRD-PARTY (the other person’s insurance) 
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