
NORTHEAST ORTHOPAEDICS 
12709 Toepperwein Rd #101   & SPORTS MEDICINE, LLP   8715 Village Dr #120 
San Antonio, TX 78233          San Antonio, TX 78217 
210-477-5151           210-477-5151 
Fax: 477-5152           Fax: 210-477-5152 
 

WORKERS COMP PATIENT INFORMATION SHEET 
 
Please Print          Today’s Date:____________________ 
 
Last Name:  _____________________________________ First:  _______________________________ MI:  _______ 

Address:  ________________________________________Apt. #_____ City/St/Zip:  __________________________________ 

Phone: [H]:  __________________________ [W]:  __________________________ [C]:  ___________________________ 

DOB:  __________________________ SS#:  _________________________ Age:  ________  Sex:  ______  M / D / S / W 

Spouse/Parent’s Name:  ___________________________________ Spouse/Parent’s Employer:  _____________________ 

DOB:  __________________________ SS#:  _________________________ Employer’s Phone:  ______________________ 

Emergency Contact:  ______________________________________________________________________________________ 

Relation to Patient:  _________________________________________ Phone:  ______________________________________ 

 
 

EMPLOYER 
 

Employer at the time of injury: __________________________________________ Phone: ___________________________ 

Address:  _________________________________________________________ City/St/Zip:  ___________________________ 

Contact Person Verifying Work Related ______________________________________   Phone:  _______________________ 

Current Employer [if different]:  _____________________________________________   Phone:  _______________________ 

Address:  __________________________________________________________ City/St/Zip:  __________________________ 

 
INSURANCE INFORMATION 

 
Workers Comp Carrier:  ____________________________________________________________________________________ 

Address:  _____________________________________________________ City/St/Zip:  _______________________________ 

Phone: ______________________________________ Fax: _________________________________________ 

Adjuster:  _____________________________________________ File/Claim #:  _________________________________ 

 
 

INJURY 
 
What part of body is injured?  ________________________________________________________ Left or Right?  __________ 

Date of Injury:  _______________________ Briefly explain accident:  ______________________________________________ 

RMD:  ___________________________________________________ Phone:  ______________________________________ 

 

I certify the above information is correct.  I authorize David L. Fox, MD, Ples L. Kujawa, MD, Brian E. Schulze, MD, Scott L. 
Sledge, MD, or Rex E. Wilcox, MD of Northeast Orthopaedics & Sports Medicine, LLP to release or request medical information 
necessary to process health insurance claims.  I authorize payment of my medical insurance benefits to Northeast Orthopaedics.  
I understand that I am ultimately responsible for payment of services, regardless of my insurance status. 
 
 
 
 _____________________________________________________ ________________________ 
  Patient or Authorized Person’s Signature     Date 


