Workers Compensation
Information & Billing Agreement



WCB#_____________________________________________ Carrier Case#___________________________________
Employer___________________________________________ Employer’s Address:_____________________________
Employer’s Town:____________________________________________ State:____________  Zip:________________
Employer’s Telephone #:_______________________________________ Date of injury:_________________________
Address where injury occurred:________________________________________________________________________
Address of Insurance Carrier: _________________________________________________________________________
Did you miss work?   	Y	 N  		Dates missed:______________________________________________
Have you returned?       Y   	 N   		Date returned:______________________________________________
Have you been seen at another Physical Therapy facility for these injuries related to this case?______________________
Name of Facility: __________________________________Last Treatment Date:_______________________________







[bookmark: _GoBack]Huntington Physical Therapy agrees to bill the above Workers Comp insurance carrier on my behalf. However, I understand that I am financially responsible for all physical therapy charges incurred. Furthermore, I understand that I am financially responsible for any collection/attorney fees that may be assessed to my account due to non-payment of these charges.

Signature_______________________________________________________ 

Date_____________________________







