
 
 

WORKERS COMPENSATION INFORMATION 
 
 
NAME: ____________________________________________________________________________________________________ 
 
ADDRESS: _________________________________________________________________________________________________ 
 
Home Phone: ________________________________________________ Social Security: _________________________________ 
 
Employer Name: ____________________________________________________________________________________________ 
 
Address: ___________________________________________________________________________________________________ 
 
Contact Person: ______________________________________________ Phone: ________________________________________ 
 
Date of Injury / Accident: ______________________________________ 
 
Address of where injury/accident occurred: _____________________________________________________________________ 
 
Name of Insurance Carrier: __________________________________________________________________________________ 
 
Address: ___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
Phone: _____________________________________________________ Contact Person: _________________________________ 
 
Policy #: ___________________________________________________ Carrier Case#: ___________________________________ 
 
Described how injury occurred: ________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Have you lost time from work?  No ______________ Yes ____________ How Long? ____________________________________ 
 
Are you working now? Yes ____________ No ___________ Last date worked: _________________________________________ 
 
Have you seen another doctor for this injury? No _______________ Yes _____________________ 
 
If yes – please provide his name and phone number 
 
Name: ______________________________________________________Phone _________________________________________ 
 
PLEASE NOTE: Should the insurance company refuse to accept this claims as a Worker’s Compensation case, I do understand that I 
am fully responsible for my medical bill at the physician’s normal fee.   
 
 
 
 
 
Patient/Guardian Signature: __________________________________ ____________________Date:_______________________ 
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ACCIDENT REPORT FORM 
 
 
Patient Name: ______________________________________________________________ Accident Date: _____________________ 
 
Were you hurt on the job? _____ Yes _____No 
 
Were you in a car accident? _____ Yes _____ No 
 
Insurance Company Name: _____________________________________________________________________________________ 
 
Address: _________________________________________________City:______________________State: _________Zip:________ 
 
 
Accident Description:  Please describe the accident, place of occurrence – including city and state, whether or not you went to the 
hospital. Also describe your injuries. 
 
 
 
 
 
 
Please list the names of doctors who have treated you for this injury.  List their names, specialty, date first consulted, the treatment 
provided. 
 
 
 
 
 
 
 
The information completed above is true to the best of my recollection.  I understand that this information may be requested by the 
insurance carrier and authorize such release. 
 
 
Signature of Patient/Parent/Guardian _________________________________________ 
 
 
Date completed: _________________________ 
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