
 

Workers Compensation Worksheet 

 

DATE: ____________________________   

PATIENT INFORMATION 

 

PATIENTS NAME: _______________________________________________________________ 

DATE OF BIRTH: ________________________________________________________________ 

SOCIAL SECURITY NUMBER: _______________________________________________________ 

EMPLOYER: ____________________________________________________________________ 

WORK PHONE: _________________________________________________________________ 

EMPLOYER ADDRESS: ____________________________________________________________ 

EMERGENCY CONTACT: _____________________________ PHONE: ______________________ 

CLAIM INFORMATION 

 

INDUSTRIAL CARRIER NAME: ______________________________________________________ 

INDUSTRIAL CARRIER ADDRESS: ____________________________________________________ 

CLAIM ADJUSTER’S NAME: ________________________________________________________ 

CLAIM ADJUSTER’S PHONE:_____________________________ FAX: ______________________ 

INSUSTIAL CLAIM NUMBER: _______________________________________________________ 

DATE OF INJURY: ________________________________________________________________ 

BODY PART INJURED: ____________________________________________________________ 

BRIEF DESCRIPTION OF INJURY: ____________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 


