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High Point Occupational Healthcare Services
Workers Compensation 
[bookmark: _GoBack]
Patient’s Full Legal Name (Nombre): ___________________________________________________________Sex: (Circle) M  /  F_  
Social Security Number: ____________________________ Date of Birth: ______________Telephone:_____________________
Patient Address: ___________________________________________________________________________________________
City: ____________________________ State: ____________________________ Zip code: _______________________________
Employer: _________________________________________ Phone:_________________________________________________
Employer address: ____________________________________________  City, State, Zip________________________________

REPORT OF INJURY
Date of Injury: _____________________________ Were you injured on the job? (Circle One)     Yes/No
Briefly describe how the accident/injury happened: __________________________________________________________________________________________________________________________________________________________________________________________________________________
CONSENT FOR TREATMENT OF WORK RELATED INJURY:  I hereby authorize High Point Occupational Healthcare Services my treating physician, his/her associates, or partners to perform any/or all test, procedures and treatments relative to my injury or physical evaluation as deemed necessary or advisable by my attending physician, my employer or insurance carrier. This shall include, but not limited to, urine drug screening, breath and/or blood alcohol testing, all laboratory testing, x-rays, physical therapy, psychological evaluations, strength testing, pulmonary functions test and medical treatment as required. I also consent to the drawing of my blood for exposure to HIV in the event that any individual involved with my care at UNC and/or its affiliates is accidentally exposed individual through his/her treating physician. 
AUTHORIZATION FOR RELEASE OF INFORMATION   I authorize High Point Occupational Healthcare Services and/or its affiliated clinics to release and/or obtain all information covering my present injury/physical evaluation to my employer, employer contact, insurance carriers, representing attorneys, all treating physicians, the officials of the State Workers compensation board, and any other individual listed below. I understand that the information or opinions released may include x-ray/lab reports, drug screenings, psychological/physicals examinations, treatment summary reports, nerve conduction results, referral physician reports and all correspondence directly related to my injury or physical evaluation. 
FINANCIAL CONSENT AND GUARANTEE   I certify that the information given to UNC during the time of registration is accurate to the best of my knowledge. I understand that in the event my employer determines my injury/illness treatment not to be worked related, I will be financially responsible for all charges. In the event my Worker’s compensation claim is denied, I hereby authorize payment directly to High Point Occupational Healthcare Services. I understand I am financially responsible to UNC for charges not covered by this situation and the pre-certification of any and all services is my responsibility.
Signature of Patient/Legal Representative: ________________________________________________Date: _________________
Signature of Witness: _________________________________________________________________Date: _________________


FOR USE BY High Point Occupational Healthcare Services OFFICES ONLY
EMPLOYER’S AUTHORIZATION FOR TREATMENT & TO FILE WC CLAIMS

PATIENT’S NAME: ____________________________________________ DATE of INJURY:________________________________
Brief description of accident/injury: __________________________________________________________________________________________________________________________________________________________________________________________________________________
Name of Person & Company authorizing treatment to file WC claim: _________________________________________________________________________________________________________
CLAIM NUMBER (if applicable): ____________________________________
Lab test requested (Circle One or Both):               UDS                             BAT            

High Point Occupational Healthcare Services employee who took information: _________________________________________________________
Verification of Workers Comp Carrier Name & Address: __________________________________________________________________________________________________________________________________________________________________________________________________________________

Date: _____________________   
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