
  

Name:  

 
Address:  
 
 
Email Address:  
 

Date:                                          
 
Home Phone:  
 
Cell Phone:  

Birth date:  Social Security No:  Spouse’s Name:  

Name of Employer:  
 
Occupation:  
 
Date of Injury:  
 

Employer’s Address:  
 
Address of where injury happened:  
 
Date of Hire:     
 
Average Hours Worked/week:  

How did you hear or who referred you to our 
office?  
 
Insurance Carrier:  
 
Adjuster:  
 
Address:  
 
Phone: 
 
Claim Number:  
 
Have you gotten any compensation WC?  
 
Have you received any State benefits?  
 
Do you have any other WCAB cases?  
 
Have you gone to an AME or QME?  
 
Have you ever had an Attorney?  
 

Type of Injury (Body Parts):  
 
 
Last Day Worked:  
 
Rate of Pay:  
 
Have you seen a doctor?  
 
Who is your PTP (Primary doctor for WC)?  
 
What was the last day of treatment?  
 
Did Medi-Cal pay for any part of treatment? 
 
Have you paid any money out of pocket?  
 
Are you a Medicare beneficiary?  
 
Are you on Social Security Benefits?  
 

REASON FOR CONSULTATION  
 

BRIEF DESCRIPTION OF INCIDENT 
  

 


