
 
Verified By: ________________________________________________                         Date: __________________ 

 

WORK COMP INTAKE 

Appt Date: _________________________ Appt Time: ______________ Account #: ______________________________                         

Patient Name: __________________________________ DOB: ______________ SSN: ___________________________ 

Address: __________________________________________________________________________________________ 

Phone #: ___________________________________________ Email:_________________________________________ 

 
Employer: ________________________________________________________________________________________ 

Address: _________________________________________________________________________________________ 

Contact Person: __________________________________________ Phone #: _________________________________ 

 

Work Comp Carrier: _______________________________________ Rep: _____________________________________  

Phone #: ___________________________________________ Fax #: _________________________________________ 

Claims Address: ____________________________________________________________________________________ 

Adjustor: ___________________________ Phone #: ________________________ Fax #: ________________________ 

Claim #: _____________________________________________________ DOI: ________________________________ 

Compensable Body Part(s): __________________________________________________________________________ 

Diagnosis: ___________________________________________ CPT: _________________________________________ 

Referring Doctor: __________________________________________________________________________________ 

Pre-Auth Company: ____________________________________________ Rep: ________________________________ 

Phone #: ___________________________________________ Fax #: _________________________________________ 

Auth/#Visits: ____________________________________________ Date Range: _______________________________    

 Contacts & Comments 

Date: ____________________           ___________________________________________________________________ 

Date: ____________________           ___________________________________________________________________ 

Date: ____________________           ___________________________________________________________________ 


