Integrated Medical Care & Rehabilitation, P.C.

5249 Duke Street Suite 300, Alexandria, VA 22304

Tel: (703) 820-8050               Fax: (703) 820-8720

Workers’ compensation work sheet 

Patient’s Name __________________________________

Patient’s SS# ____________________________________

Date of Service __________________________________

Date of Injury  ___________________________________

Injury report date ________________________________

Supervisor’s name _______________________________

Employer information


Name _____________________________________

Address ____________________________________________________________________


Phone  ____________________________________


Contact ___________________________________

Workers’ Compensation Insurance Carrier  


Name _________________________________


Address ___________________________________________________________________


Phone  ________________________________


Claim # _______________________________


Name (Claim Adjuster) _________________________________


Phone (Claim Adjuster) _________________________________


Verbal Authorization given by 


Name ___________________________


Phone ___________________________


Date   ___________________________

_______________________________




_____________________________

       Patient’s signature








Date

