
 

“Our Family Taking Care of Your Family” 

 

Family Center for Health Care  
                                              At Citizens Health 

 
 

 
Workers Compensation Authorization Form 

  
Patient Name: _________________________________  DOB: _____________________  
 
Employer Name: _________________________________________________________ 
  
Employer Address/City/State/Zip: ____________________________________________ 
 
Employer Phone: ________________________ Fax: ____________________________   

  
  
Date of Injury: __________________  Appointment Date/Time: __________________  
  
Has a claim been open (circle one): Yes  No  If yes, claim number: _______________  
  
Insurance Carrier: _________________________________________________________ 
  
Address: ________________________________________________________________  
 
City/State/Zip: ___________________________ 
 
Phone: _________________________________Fax: ____________________________   

  
  
Briefly describe the injury: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

 
 
Print Authorized Personnel Name:  
 
_______________________________________ 
  
Signature of Authorized Personnel:      Date:  
 
_______________________________________                             __________________ 
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