
Information Needed for W/C or Auto Accidents 
 
Patient's Name: ______________________________ 
 

Patient's Date of Birth: _________________________ 

 

Home: ______________________________________  

Cell: ____________________________________ 
 

Name/Address/Telephone of Worker Compensation Carrier/Auto Ins Carrier: 
________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Case Manager/Adjuster's Name/Telephone: 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Fax Number: __________________________________________________________________ 

 

Email Address for Claims: _______________________________________________________ 
 

Date of Injury:​ ___________________ 
 

Claim/Case Number: _________________________________________ 
 

Is there an Attorney involved?  Yes    No   (if yes please provide additional information) 

Name of Attorney: _____________________________________________________________ 
 

Address of Attorney: ___________________________________________________________ 
 

Phone Number:___________________________Fax Number:___________________________ 


