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Workers Compensation Billing Information

Patient Name: DOB:

Employer: Date of Injury:

Type of Job or Position Held:

Body Part Injured: L1Right [1Left

Details of Injury:

Worker’s Compensation Claim Number:

Name of Worker’s Compensation Carrier:

Phone Number to Worker’s Compensation Carrier:

Address to Mail Claims:

Name of Case Manager:

Phone number to Case Manager:

Fax number to Case Manager:

Email to Case Manager:

2905 W. Warner Rd, Suite 23, Chandler, AZ 85224
Phone: (480) 345-2031 Fax: (480) 491-2767



