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Workers Compensation Details 
 
 
Claim no: .......................................................    
 
Doctors Certificate supplied by injured worker:      Y  /  N 
 
Worker’s Details:  
 

Name: ............................................................................................................................................................ 
 
Date of birth: ......................................... Occupation: .................................................................................... 
 
Mobile: ................................................. Telephone (H)................................................................................. 
 
 
Employer Details: 
 

Employer: ....................................................................................................................................................... 
 
Address: ........................................................................................................................................................ 
 

 

Contact Name: ...........................................................  
 
Telephone: ..................................................................   Fax: ....................................................................... 
 
Insurance Company Details: 
 

Name: ........................................................................................................................................................... 
 
Address: ....................................................................................................................................................... 
 
...................................................................................................................................................................... 
 
Case Manager’s Name: .............................................. Case Manager’s Email: ………………………………………… 
 
Telephone: ..................................................................  Fax: ........................................................................ 
 
Other Vital Information: 
 

Treating Doctor: .......................................................... 
 
Address: ......................................................................................................................................................... 
 
Telephone: ..................................................................  Fax: ........................................................................ 
 
Area/s treated: 1.........................................................   2............................................................................. 
 
Date of Injury: .............................................................. Initial treatment at this clinic: .................................. 


