
  

Form Completed By: __________________________________________________  

Date Form Completed: 

WORKER'S COMPENSATION, AUTO OR PI CASES  

Primary Care Provider:  ______________________________________________________  

Patient Name: Date of Birth: 1 / 
(Last and Suffix. i.e. S. Jr) (First) (.11) 

Social Security:     Part of body injury relates to:  ____________________________________________  

ATTORNEY INFORMATION 

ATTORNEY NAME: ____________________________________ PHONE #:( ___ )  _______________  

Firm Name: _________________________________________________________________________  

Address:  ___________________________________________________________________________  

City:  ___________________________  State:  ______  Zip:  ________  

Services due to: 

 _______ Workers Compensation Date of Injury:  _________________  

Employer Name: ____________________________________________________________________  

Employer Address  __________________________________________________________________  

Send Claims to: 

Mailing Address:  ____________________________________________________________________  

City:  _________________________  State:  _____  Zip:  ________  Phone#:  ____ )  _____________  

Contact Name (Adjustor):  ________________________  Claim #______________________________  

United Interventional Pain Management Center 

>»CONTINUED ON NEXT PAGE 



Services due to: 

 _____ Auto Accident 

Date of Injury:  _______________ Passenger or Driver (circle one) 

Patient's Auto Insurance: _________________________________________________  

Mailing Address:  _________________________________________________________  

City:  _____________________State:  ____ Zip: ________ Phone#: ( _ ) ___________  

Contact Name (Adjustor):  _____________________________  Claim # ________________________  

Policyholder Name: _____________________  Address:  _________________________  

City:  _________________  State:  _______ Zip:  _________  Phone: ( 

Name of Liable Party (At Fault driver)  ___________________________________________________________  

Address: ____________________  City: _______________  State: _____ Zip: _______  

Relationship to Policyholder:  ____________  

Liable Party's Auto Insurance: _____________________________________________  

Mailing Address:  _________________________________________________________  

City:  _____________________ State:  ____ Zip: ________ Phone#: ( _ ) ___________  

Contact Name (Adjustor):  _____________________________  Claim # ________________________  

Policyholder Name: _____________________  Address:  _________________________  

City:  ________________  State:  ______ Zip:  _________  Phone: ( __ )  __________  

Services due to: 

 ______ Personal Injury Date of Injury: ___________  

Send Claims to: __________________________________________________________  

Mailing Address:  _________________________________________________________  

City:  _____________________  State:  ____ Zip: _______ Phone#: ( _ ) ___________  

Contact Name (Adjustor):  ______________________________  Claim # ________________________  

Liable Party Location: _____________________________________________________  

Mailing Address:  _________________________________________________________  

City: ______________________ State:  _____ Zip: _______ Phone#: ( ) ___________  


