
 
WORKMAN’S COMPENSATION PATIENT REFERRAL 

 
 
Date of Referral:  _____________________________   Appt. __________________________________ 
 
Patient Name: _________________________________________________  
 
Social Security # ________________________________  DOB: ________________________________ 
 
Address: _____________________________________________________________________________ 
 
Phone #:  _________________________________ 
 
Date of Injury:  ______________________  Type of Injury: ____________________________________ 
 
Insurance Company: ____________________________________________________________ 
 
Address: _____________________________________________________________________________ 
 
Phone #:  _______________________________   Fax #: ____________________________ 
 
Claim Adjuster:  _________________________________  Claim #:______________________________ 
 
Case Manager: ___________________________________  Company:  ___________________________ 
 
Address: _____________________________________________________________________________ 
 
Phone #:  _______________________________   Fax #: _____________________________ 
 
Referring Doctor:  _____________________________________________________________ 
 
Address:  ____________________________________________________________________ 
 
Phone #:  ________________________________   Fax #: ____________________________ 
 
Authorization for: FCE WHP WCP PT     OT 
 
Employer Name: ______________________________________________________________ 
 
Address: _____________________________________________________________________ 
 
Phone #: _____________________________  Supervisor:  ____________________________ 
 
Attorney:  ____________________________________________________________________ 
 
Address:  _____________________________________________________________________ 
 
Phone #:  ________________________________   Fax #: _____________________________ 
 
Comments:  __________________________________________________________________________ 
 


