
 
 

WORKER’S COMPENSATION INFORMATION 

NAME: ______________________________________ SOCIAL SECURITY #: _______________________ 

DID YOU FILE AN ACCIDENT REPORT WITH YOUR EMPLOYER?    YES    NO 

EMPLOYER’S INFORMATION: 
NAME/ADDRESS: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
EMPLOYER’S TELEPHONE #: _______________________ CONTACT PERSON: _______________________ 

JOB TITLE: ________________________ DATE & TIME OF INJURY: _______________________________ 

* PLEASE STATE IN YOUR OWN WORDS WHAT YOU INJURED, HOW THE ACCIDENT/INJURY OCCURRED, 
WHAT YOU WERE DOING AT THE TIME OF INJURY (TYPE OF WORK, WORK AREA, TYPE OF EQUIPMENT 
INVOLVED, ETC,…) INCLUDE ALL THE BODY PARTS THAT WERE AFFECTED BY THIS INJURY : 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

HAVE YOU HAD ANY PRIOR INJURIES TO THESE AFFECTED AREAS?  YES  NO 
* IF YES, PLEASE DESCRIBE: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
WORKER’S COMPENSATION INSURANCE CARRIER’S INFORMATION: 
NAME/ADDRESS: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
INS. CARRIER’S TELEPHONE #: _____________________ CONTACT PERSON: _______________________ 

CARRIER CASE #: ___________________ WORKER’S COMP. BOARD # (8 DIGITS): ___________________ 

PLEASE READ AND CHECK THE BOXES BELOW, IN AGREEMENT, BEFORE SIGNING. 

 I DECLARE THE ABOVE INFORMATION IS TRUE AND ACCURATE TO THE BEST OF MY KNOWLEDGE. 

  I AGREE TO PAY FOR SERVICES PROVIDED IF COVERAGE IS DENIED BY BOTH WORKER’S COMPENSATION AND MY 
PRIMARY INSURANCE COMPANY. 

 I AUTHORIZE FAMILY MEDICINE OF MALTA TO RELEASE INFORMATION REGARDING THIS CASE TO THE ABOVE 
WORKER’S COMPENSATION CARRIER AND CASE MANAGERS AFFILIATED WITH THIS CARRIER, AS WELL AS MY, 
PRIMARY INSURANCE COMPANY IF COVERAGE IS DENIED BY WORKER’S COMPENSATION. 
 

SIGNATURE: __________________________________________________ DATE: ___________________________ 



 
 

 


