                  CENTER FOR ORTHOPAEDIC MEDICINE AND SURGERY
                                                                       PLEASE PRINT LEGIBLY
Please note, the information contained in the BUREAU OF WORKER'S COMPENSATION section is vital in submission and payment

of all claims associated with a work-related injury.  Please fill out all information as thoroughly and accurately as possible.  Any information not included as requested may result in the denial of your claim.  Please make sure the PATIENT INFORMATION section

on the first part of this form has been completed.  Please submit a copy of your insurance card to the Receptionist in the event of a

visit to our office other than this Worker's Compensation claim.

BUREAU OF WORKER'S COMPENSATION     (to be filled out for all work-related injuries)

IS YOUR COMPANY A SELF-INSURED OR STATE INSURED FACILITY    SELF-INSURED___STATE-INSURED___

NAME OF YOUR EMPLOYER:__________________________________________________________________

ADDRESS_________________________________________________________________PHONE: (___) ___-____

                           (street)                                                  (city/state/zip)

IMMEDIATE SUPERVISOR:_______________________________________EXTENSION______________

                                                        (name and title if applies)

DATE OF INJURY: ________________________________  TIME:________ PLACE:________________________

CLAIM NUMBER:________________   If you have several claims, please be sure this number is correct for each claim.

MCO:______________________________PHONE: (___) ___-____   CONTACT:___________________________

                          (Company Name)                                                                                    (Person to contact)

ARE YOU OFF OF WORK DUE TO THIS PROBLEM:  Yes___ No___ Last date of work____________________

                                                                                                                                                       (month/day/year)

HAVE X-RAYS BEEN TAKEN FOR THIS PROBLEM:  Yes___No___ Date of X-rays______________________

                                                                                              Where were x-rays taken:___________________________

                                                                                              Do you have your x-rays today______________________

                         PLEASE GIVE A DETAILED DESCRIPTION OF HOW YOUR INJURY OCCURRED

     (include part of body injured, whether left or right, lower or upper and exactly what, how and why the injury occurred)

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Incomplete summary of the above may result in the denial of your claim, please answer as thoroughly and accurately as possible)

HAVE YOU SEEN ANY OTHER PHYSICIANS FOR THIS PROBLEM:  Yes___No___ If so, please supply names below

____________________________________________________________________________________________________
Have you received any physical therapy for this problem:  Yes___No___  If so, where___________________________

How many sessions have you had?______________________

REFERRAL SOURCE OTHER THAN PHYSICIAN____________________________________________________

REFERRING PHYSICIAN_____________________________________________________PHONE (___) ___-____

                                                  (name)                                          (address)

FAMILY PHYSICIAN_______________________________________________________PHONE (___) ___-____

                                                  (name)                                          (address)

ATTORNEY (Worker's Comp) if applicable_______________________________________PHONE (___) ___-____

Address_______________________________________________________________________________________

I hereby assign all medical and/or surgical benefits to which I am entitled including major medical, Medical Mutual, Medicare, Worker's Compensation, government sponsered programs, private insurance and any other health plans to the Center for Orthopaedic Medicine and Surgery. I understand that I am financially responsible for my bill regardless of any insurance coverage.  I authorize my doctor to act as my agent in helping me obtain payment from my insurance companies and I authorize release of all information necessary to secure the payment of said benefits.  I permit a copy of this authorization to be used in place of the original.

Signature________________________________________________________Date________________________________

