
 
Workers Compensation Registration/Authorization Form          Chart#______________ 
         

Date: ______________ Intake Person: __________________ DOI: ________________________    

Physician:  ____________________   Appt Date :  __________    Time: ____________     LW  BB 

Patient Name: ____________________________________    Sex: M _____  F _____ 

DOB:__________________SS#: ____________________________ 

Home Ph: _________________ Work Ph: ________________  Cell Ph: __________________ 

Address: _________________________________City________________ State: ___ Zip_______ 

Diagnosis: __________________________     Body Part: ________________________________ 

Translator Needed: Y/N         W/C Claim Number: _______________________________________ 

****Authorization to dispense necessary pharmaceuticals:  ___Y  ___N            

Employer at time of injury:  ________________________________________________________ 

Address: ______________________________________________________________________ 

City/State ______________________________Zip____________  Phone # _________________ 

Date Referral Initiated: _____________________ 

Referral Source: _______________________________ (i.e. Liberty, Summit, Corvel,etc) 

NCM/Adjuster/Employer:  _____________________________________________________ 

Phone:___________________________ Ext:____________ Fax:_______________________ 

E-Mail Address:  _____________________________________________________________             

Additional NCM/Adjuster on the case (other then the above named individual)    Y / N   

Name: ______________________ Co: __________________ Phone: __________________)           

Fax: ______________________  E-Mail Address:___________________________________  

     

*****Billing Information ***** 

 Insurance Company:___________________________________________________________ 

 Address ____________________________________________________________________ 

 Phone: ___________________________ Fax: ______________________________________ 

Attorney Name: ___________________________Phone #: ____________________________ 

Address:  ____________________________________________________________________ 

Phone: ________________________________          Fax:  ____________________________ 


