
Workman’s Compensation Authorization 

CLAIM #: ______________________________________ 

Date of Accident: 

 

Patient: 

 

Employers Name: 

Employers Address: 

 

Employers Phone: 

 

Insurance Carrier: 

Address: 

Phone: 

 

Foreman or immediate Supervisor: 

 

 

 

The above patient has advised me of his work related injury and that he is being treated by you. 

 

Authorized representative of Employer ______________________________________________ 

(Signature) 

  Date        ________________________________________________ 


