
 
6610 Flanders Drive, Suite 101, San Diego, CA 92121 

Tel: 858.795-8866  Fax: 888.369.3692 
Email : sandiegohand@gmail.com 

 

 

Patient Name ___________________________________SSN__________________DOB______________ 

Workers’ Compensation/Liability Ins Company: ___________________________________________           

Insurance Address _______________________________ City_____________ State ____ Zip ________ 

Insurance phone#________________________ Bill Review phone#____________________________ 

Date of Injury _________________Body part / injury __________________________________________ 

Claim# ______________________Adjuster’s Name___________________________________________ 

Adjuster’s Ph#____________________Adjuster’s Fax___________________UR Fax_________________ 

Employer at Time of Injury: _____________________________Occupation ______________________ 

Employer’s Address: _______________________________City ______________State ___ Zip ________ 

Supervisor’s Name: _______________________________________Phone# _______________________ 

Policy#______________________________________ 

 

 

X___________________________________________________                ________________________________ 

 Signature of patient/parent/guardian/responsible party   Date 


