NY Spine & Sport Rehabilitation Medicine, PC
Workers Compensation Information
Date: ____________

Primary Care Physician: ____________________________________

Referring Physician: _______________________________________

Referring Physician Tel: ____________________________________

Patient Information
Name: ____________________________  Birth Date: ___/___/____    SS#____/_____/____
Address: _____________________________________________________  Apt #___________ City_________________  State ___________  Zip Code _____________
 Tel: (_____) ___________________  Cell: (____)______________

Occupation: __________________________________________________ (MUST PROVIDE)

Major Medical Insurance: __________________________________ ID# _________________
Subscriber Name: ___________________________Subscriber Date of Birth ___/____/____

Employer

Employer Name: _______________________________________________________________

Employer Address: ____________________________________________________________
Employer Tel: ____________________________ Contact Person Name: ________________

Workers Compensation Carrier

Workers Compensation Carrier: _________________________________________________
Carrier Address: _______________________________________________________________

Carrier Tel: (____) __________________________ Adjuster Name: _____________________

Adjuster Tel: (____) ________________________ Fax: (____) __________________________

Claim #____________________________________ WCB# ____________________________

Injury Information

Date of Injury: ___/___/___   Place of injury: ______________________________________
Parts of Body Covered: _________________________________________________________
Accident Reported to Employer: (  YES      NO  ) circle one please. Name of person reported to _______________________________ give a full description of how the accident happened ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Attorney Name: _______________________________ Tel: ____________________________
Have you lost time from work? (  YES   NO  ) circle one please. How much? ___________
Have you had any previous workers compensation injuries?  (  YES  NO  ) circle one please

If yes, Date of injury: _____________ Describe the previous workers compensation injury: ____________________________________________________________________________________________________________________________________________________________

Authorization

Agreement to pay medical costs in the event of failure to prosecute or if compensation claim is disallowed

I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment in the event that my claims for workers compensation benefits are denied.

Patient Signature: ____________________________________ Date: ____________________
