
WNY Knee and Orthopedic Surgery PC Workers Compensation/No F a u l t Form 

Please complete i f Workers Compensation or Auto accident (No Fault) 

I f you are unable t o p r o v i d e us w i t h t h i s i n f o r m a t i o n , or your c l a i m i s not y e t i n process, you w i l l be 
r e s p o n s i b l e f o r the payment o f your o f f i c e v i s i t u n t i l t h e i n f o r m a t i o n is presented t o us. A l s o , we 
recommend t h a t you have a back - up r e f e r r a l i n p l a c e w i t h your personal h e a l t h insurance c a r r i e r t o h e l p 
you cover any c o s t s t h a t may be denied by the Workers Compensation, N o - f a u l t o r t h i r d p a r t y l i a b i l i t y 
c a r r i e r . 

Patient Name: Patient DOB: P a t i e n t SS# 

A t t o r n e y Name: Address: Phone: _^ 

Date/Time o f a c c i d e n t i n j u r y : Adjuster/Case Manager Name: 

Name o f Insurance C a r r i e r : Claim # / C a r r i e r Case# P o l i c y #: 

Insurance C a r r i e r Address: C i t y : State Z i p : 

Insurance C a r r i e r Phone #: Insurance Fax#: 

I f No Fault/Auto Accident: Please complete the attached Assignments of Benefit form. 

Please complete the following only i f Worker's Compensation: 

Employer: Employer phone #: 

Employer Address: C i t y : S t a t e : Z i p : 

-Location i n j u r y o c c u r r e d ( i f d i f f e r e n t from employer address) : 

Job T i t l e and tim e o f i n j u r y : Body P a r t ( s ) I n j u r e d : 

Date I n j u r y r e p o r t e d t o your employer: 

D e s c r i p t i o n o f how i n j u r y o c c u r r e d : 

Have you l o s t t i m e from work due t o t i i i s i n j u r y : D N o D Y e s I f yes: what dates: 

Have you had t h e same o r s i m i l a r i n j u r y p r i o r t o t h i s a c c i d e n t D N o DYes I f yes: what dates: 

Have you been t r e a t e d by another d o c t o r f o r t h i s i n j u r y : D N o DYes I f yes: by whom: 

The information on t h i s form has been completed accurately to the best of my knowledge. I understand i t i s 
my r e s p o n s i b i l i t y to inform the doctor's o f f i c e of any change i n my information. 

X. 
Si g n a t u r e o f p a t i e n t o r p a r e n t / l e g a l g u r a r d i a n ( i f p a t i e n t i s under 18 years o f age) 


