ATHLETIC ORTHOPEDIC & KNEE CENTER

9180 Old Katy Road, Suite 200 • Houston, TX 77055 • Phone 713-984-1400 • Fax 713-984-0544

WORKERS’ COMPENSATION INFORMATION 

Patient Information:

Name: _________________________________  SSN:______-____-_____
DOB:___/___/___

Address:__________________________City:_______________State:____________Zip:__________

Home Phone: (____)__________________ 
Mobile Phone: (_____)_____________________
Employer Information: 

Name: ___________________________________Phone: (_____)____________________________

Address:__________________________City:_______________State:____________Zip:__________
Contact Person: _____________________________ Fax: (_____)___________________________
Insurance Information: 

Name: _____________________________Phone :(_____) ______________Fax:(_____)____________

Address:__________________________City:_______________State:____________Zip:__________
Preauthorization Information: 

Name: _____________________________Phone :(_____) ______________Fax:(_____)____________

Workers’ Compensation Claim Information:

**Claim #: _____________________________ **DOI: ________________________

**IS THERE A DISPUTE ON FILE:             YES                  NO         

**COMPENSABLE DIAGNOSIS: ___________________________________________________

ADJUSTER’S NAME: _________________________ DIRECT PHONE#: ___________________

** This information should be obtained/confirmed directly from the adjuster!

Other: ____________________________________________________________________________

FOR OFFICE USE ONLY
PLEASE NOTE: 

If second opinion or consult we must have a written referral from the treating physician. If, RME/ IME / MMI please obtain this request in writing.  If claimant is changing treating doctors we must have an approved TWCC 53. 

AOKC REPRESENTATIVE: _________________________  Referred By: __________________

