MILL CITY MEDICAL GROUP

45 PALMER STREET

LOWELL, MA 01852
(978)970-1607

WORKMEN'S COMPENSATION AUTHORIZATION FORM
EMPLOYEE:  _________________________________   DOB:  ______________
EMPLOYER:  ______________________________________________________

ADDRESS:
_______________________________________________________



_____________________,  _____    ____________

CONTACT:
________________________________    PHONE:  _______________

DATE OF INJURY:  ___________________________________________________
EXPLANATION OF INJURY: ___________________________________________
WORKMEN'S COMPENSATION INSURANCE INFORMATION
NAME:
________________________________________________________

ADDRESS:
________________________________________________________



____________________,  _____    _____________

PHONE:
__________________________________________

ADJUSTER’S NAME:
____________________________________________

ADJUSTER’S PHONE:
____________________________________________

CLAIM/FILE NUMBER:
____________________________________________

OTHER INFORMATION YOU FEEL IS NECESSARY TO PROCESS YOUR CLAIM
_______________________________________________________________________

_______________________________________________________________________

I AUTHORIZE MILL CITY MEDICAL GROUP TO RELEASE ANY MEDICAL INFORMATION NECESSARY TO PROCESS MEDICAL CLAIMS PROVIDED BY THE PHYSICIAN.  I ALSO AUTHORIZE PAYMENT OF MEDICAL BENEFITS DIRECTLY TO THE PHYSICIAN FOR SERVICES PROVIDED.

SIGNATURE:  ___________________________________     DATE: ______________
