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WORKERS COMPENSATON / THIRD PARTY 

 
Claim Number:   _____________________________________________ 

Date of Injury:   _____________________________________________ 

Insurance Company:  ___________________________________ _________ 

Insurance Company Address: _____________________________________________ 

     _____________________________________________ 

Insurance Case Manager Name: _____________________________________________ 

Case Manager Telephone:  _____________________________________________ 

Case Manager Fax:   _____________________________________________ 

Employers Name:   _____________________________________________ 

Employers Address:   _____________________________________________ 

     _____________________________________________ 

Employers Contact Person: _____________________________________________ 

Employers Telephone:  _____________________________________________ 

 

I _______________________________ have provided the information to the best of my 
knowledge and understand that I will be personally responsible for the cost of all medical 
fees should the cost not be met by my insurer. 
 
Signed: _________________________________________ Date: ___________________ 

┌     ┐               
 

 

   AFFIX PATIENT LABEL HERE 
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