
 
 
 
 

REQUEST FOR WORKMAN’S COMPENSATION INFORMATION 
 
 
 
 
PATIENT’S NAME: __________________________________________________________________ 
 
PATIENT’S ADDRESS: _______________________________________________________________ 
 
                                         ________________________________________________________________ 
 
PATIENT’S PHONE NUMBER: _________________________________________________________ 
 
PATIENT’S ACCOUNT NUMBER: ______________________________________________________ 
 
DATE OF SERVICE: ___________________________ DATE OF INJURY: _____________________ 
 
PATIENT’S EMPLOYER: ______________________________________________________________ 
 
EMPLOYER’S ADDRESS: _____________________________________________________________ 
 
                                              ______________________________________________________________ 
 
EMPLOYER’S PHONE NUMBER: _______________________________________________________ 
 
EMPLOYER’S INSURANCE CARRIER: __________________________________________________ 
 
INSURANCE CARRIER’S ADDRESS: ____________________________________________________ 
 
                                                                  ____________________________________________________ 
 
INSURANCE POLICY NUMBER: ________________________________________________________ 
 
CARRIER CLAIM NUMBER: ____________________________________________________________ 
 
CARRIER CASE NUMBER: ______________________________________________________________ 
 
 
 
 
PLEASE COMPLETE AND RETURN SO WE MAY BILL YOUR WORKMAN’S 
COMPENSATION INSURANCE.   THANK YOU. 

P.O. Box 672 
3 Hook Road 

Rhinebeck, NY 12572 
(845) 876-3860 Fax: (845) 876-7071 
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