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Worker’s Compensation & Insurance Claim Information Sheet

Patient Name:

Date of Birth:

Social Security #:

1. Date of accident/injury:

2. W. Comp Insurance Co. Name:

3. Claim#:

4. State of Accident:

5. Employer Name:

6. Employer Contact Name:

7. W. Comp Insurance Co. Address (submit claim to):

8. W. Comp Insurance Co. Phone No.:

9. Claim Adjustor Name:




