MOTOR VEHICLE / WORKER’S COMPENSATION ADDENDUM
Name: 















           Last






First





M.I.

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
MOTOR VEHICLE ACCIDENT:
Is this your auto insurance? Yes / No     Date of Accident: 
      /          /
      Claim Number: 


     Is there MedPay? Yes / No
Auto Insurance Name: 













Billing Address: 














Street





City



State

Zip

Policy Holder Name: 






Phone #: (
     ) 
             - 



Contact Person at Auto Insurance: 





Phone #: (
     ) 
             - 



Fax #: (

) 
 - 


Email address: 







Attorney Name (if involved): 






Phone #: (
     ) 
             - 



Fax #: (

) 
 - 


Email address: 







~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
WORKER’S COMPENSATION: 
Worker’s Compensation Insurance Name: 











Billing Address: 














Street





City



State

Zip

Claim #: 








Date of Injury: 

      /
      /


Employer: 








Phone #: (
) 
 - 


Employer’s Address: 















  Street





City



State

Zip

Is this claim being disputed?
Yes / No


Is this claim under investigation?
Yes / No
Adjuster: 








Phone #: (
     ) 
             - 



Fax #: (

) 
 - 


Email address: 







Case Manager (If involved): 






Phone #: (
     ) 
             - 



Fax #: (

) 
 - 


Email address: 







Attorney Name (if involved): 






Phone #: (
     ) 
             - 



Fax #: (

) 
 - 


Email address: 







Authorization #: 


 # of visits: 
 Dates: 



 Authorized by: 




~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
