
Worker’s Compensation Data

Name of Worker’s Compensation Carrier Phone Number
____________________________________________________ ______ ______ _____________________(               ) -

Phone: ______ ______ ______________________(               ) -

Adjustor Fax: ______ ______ ________________(               ) -

Claims Address City, State Zip Code
____________________________________________________ ________________ ____________________

Date of Injury:_________________________________ Body Part:_____________________________________

Claim #:_____________________________________

Adjustor Name:_______________________________
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