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STAMFORD HEALTH INTEGRATED PRACTICES

WORKER’'S COMP, NO-FAULT/MEDI-PAY INSURANCE FORM

PATIENT NAME: Today’s Date:
Social Security #: Date of birth:

Ins. Company Name: Employer Name(WC only):
Ins. Company Address: Employer Address(WC only):
Ins. Company Phone #: Employer Phone # (WC only):
Claim #: Date of Accident:

WCB # (WC only):

Claim Adjuster Name:

Claim Adjuster Phone #:

Where & how did injury occur (WC only):

Attorney’s name, address, &phone#:






