
 
 
 
 
 

Worker’s Compensation 
 

Patient Name:         Date:    
 
Address:            
 
Phone #:      Date of Injury (required)    
 
 
Employer Name:           
 
Address:            
 
Phone #:      Supervisor:      
 
 
Compensation Carrier:           
 
Address:            
 
Phone:      Contact Name:       
 
Claim #:      WCB #:       
 
Describe how accident occurred including body part(s) injured:      
 
             
 
Have you lost time from work?  YES NO   How much time?    
 
Were you seen by another physician? YES NO    Physician Name:     
 
Were you seen in Huntington Hospital? YES NO   Did they take x-rays? YES NO  
 
In the event that I fail to prosecute the claim for worker’s compensation for this illness or condition, or it is 
determined by the Worker’s Compensation Board that the illness or condition is not a result of my 
employment, I herby agree to pay Robert V. Moriarty, MD PC usual and customary fees for services 
rendered to the above captioned claimant identified in this case.  
 
             
Patient Signature      Date 
 
If signed by a representative other than claimant please print name and relationship below. 
 
             
Name of Signee       Relationship 

 
 
 
 
 
 



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 


