NORTH PENN FAMILY

MEDICAL ASSOCIATES


2026 N. Broad Street

Ronald Frank, D.O.
Lansdale, PA 19446
Mark Sussman, D.O.
215-368-4434
David Friedman, D.O.
140 E. Butler Pike
Steven Applebaum, D.O.
Chalfont, PA 18914
Dolores Dwyer, CRNP
215-822-3361
Worker’s Compensation Information Form

	Patient Name
 
	Patient Date of Birth

 


	Patient Address                                                                                                                           

                                                                                                                                

	Patient Home Phone #


	Patient Cell Phone #

	Patient Social Security#
                                                          

                                                                                 
	Date of Injury

 

	Employer Name                                                                                                            

 
	Injured Body Part                                                  

 

	Employer Address                                                                                                                  

 
	Employer Phone#                                                                 

 

	Where has patient been treated?

 
	Have X-Rays been done?

  FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No

	Employer Case Manager/Safety Officer Name 

 
	Employer Case Manager/Safety Officer Phone # 

 

	Case Manager/Safety Officer Email
 
	Employee Case Manager/Safety Officer Fax #
 

	Comp Carrier Name                                                                          

 
	WC Claim#
 

	Comp Carrier Address                                                                                                              

                                                                                                      

	Comp Carrier Adjuster Name
 
	Comp Carrier Email 

 

	Comp Carrier Phone #

 
	Comp Carrier Fax #   

 


DENIAL OF WORKER’S COMPENSATION

I understand that verification of my injury DOES NOT guarantee payment of my medical bill. I understand that if my employer and/or insurance company denies a claim, a copy of the denial letter shall be sent by my employer or self-insurer/insurance company to the Industrial Commission, employer, and all known medical providers as soon as an investigation is completed. Once medical providers receive a copy of the denial letter, they may bill my private health insurance or me as dictated by state law. If I request a hearing, the provider will discontinue billing to me until after a hearing is held and a final decision is made. However, billing to the private health insurance may continue.

Patient’s Signature __________________________________________________Date_____________________________________

