
 
 

WORKERS COMPENSATION (IF APPLICABLE) 
 

EMPLOYER:________________________________________________________________________________________ 

CONTACT PERSON:___________________________________________________________________________________ 

ADDRESS:__________________________________________________________________________________________ 

PHONE/FAX#:_______________________________________________________________________________________ 

CLAIM #:___________________________________________________________________________________________ 

INSURANCE COMPANY:______________________________________________________________________________ 

CONTACT PERSON/CASE MANAGER:____________________________________________________________________ 

ADDRESS:__________________________________________________________________________________________ 

PHONE/FAX#: ______________________________________________________________________________________ 

DATE OF ACCIDENT: _____/_____/_____ 

 


