
 

OPHTHALMIC CONSULTANTS OF LONG ISLAND  
 

                                           WORKMAN’S COMPENSATION CLAIM INFORMATION 
 
 
Patient name: ________________________________________________________________________ 
 
Patient Address: ____________________________________________________________________ 
 
Patient Phone #: _______________________________     Patient Date of Birth: ________________ 
 
Patient Social Security #: _____________________________________ 
 
                                                             EMPLOYER   INFORMATION 
 
 
Employer Name: ____________________________________________________________________ 
 
Employer Address: __________________________________________________________________ 
 
Employer Phone #: __________________________________________________________________ 
 
                                              WORKMAN’S COMPENSATION INFORMATION 
 
 
WC Insurance Name: _______________________________________________________________ 
 
WC Insurance Address: _____________________________________________________________ 
 
WC Insurance Phone #: _____________________________________________________________ 
 
WC Carrier Case #: _________________________________________________________________ 
 
Place of Injury: _____________________________________________________________________ 
 
Date of Injury: ______________________________________________________________________ 
 
Time of Injury: _____________________________________________________________________ 
 
How did the Injury Occur? __________________________________________________________ 
 
___________________________________________________________________________________ 
 
     Until a Valid workers compensation claim is established, you will be responsible for all charges 
The information requested above is essential to establishing your claim.  Your assistance is appreciated. 
 
                                    Patient’s Signature: _________________________________________________ 
 


