
PAIN MANAGEMENT CENTER OF HOUSTON
5420 West Loop South, Suite 3500

Bellaire, Texas   77401
Phone:   713-664-2662      Fax:   713-987-7691

PATIENT INFORMATION SHEET        -  WORKERS’ COMPENSATION    

ALL PATIENT’S MUST PROVIDE A PHOTO IDENTIFICATION CARD
--Please print legibly--

Today’s Date: __________________

Name: Last:  ____________________________   First: _____________________  M.I.: _____

DOB: ____/_____/_____         SSN: _______/_____/______   DL # & State: _________________ / _____

Address: ____________________________________ City: _______________ State: ____ Zip: __________

 E-mail:  ____________________________@________________________

Phone #:  Home: ____-_____-______ Cell #: ____-____-_____   Work #:  ______-_______-______
Best number between 8 am & 5 pm  (circle one) Home  Cell  Work

Marital Status: (circle one)   Single   Married   Divorced   Widowed

Work Status: (circle one)   Unemployed  -  Part Time  -  Full Time  -  Self-Employed  -  Disabled

Current Employer: ___________________________   Occupation:  _________________ Length of time:
________

Address: ______________________________________________________________________________________

City: ____________  State: _______ Zip Code: _____________

Treating Doctors Name:   ________________________________ Phone #: _______-________-__________

Referring Doctors Name: _______________________________   Phone #: _______-________-__________

INSURANCE CARRIER INFORMATION – Please complete fully

Date of Injury:  _______/_______/_______    Injured body part (s):
__________________________________

Employer at time of injury: ___________________________________________________________________

Address:  _________________________________________________________________________________

City: ________________________   State:  ________  Zip Code: __________

Phone #: ________________________   Contact Person:  ______________

If disabled, last date of work:  _______/______ /______ Occupation: _____________________

Insurance Carrier Name: ___________________________ Phone #:  ______-_______-_____________

Insurance Adjusters Name: _________________________   Phone #:  ______-_______-_____________

Claim #:  ____________________________________________

Is your Workers Compensation claim contested or under Peer Review at this time?  Yes ___  No ____



WORKERS’        COMPENSATION  VERIFICATION FORM

Date: ______________________________

Patient Name: ____________________________________ DOB:  _______/_______/____________

Claim #:  _________________________________________   DOI:  _______/_______/____________

><><><><><><><><><><><><><><><><><><

Insurance Company:  __________________________________________________________________

Adjusters Name:  _____________________________________ Phone #:  _______-_______-________

Claim Address:  ______________________________________________________________________

File?    Paper      EDI        Payer ID #:  ____________

Compensable Injury:    Yes   /   No

Is patient under Peer Review?     Yes    /  No

Is Dr. Moore listed as Treating Doctor?    Yes  /   No

Who is Treating Doctor?  _______________________________ Phone #: _______-_______-_________

Adjuster Confirm Claim #    /  DOI as given by the patient?  Yes / No

Is there a claims processing company handling this claim?       Yes  /   No

If so,    Name:  ______________________________________________

Address:  _______________________________________ City:  ________________ State & Zip:________

Phone #:  _____-_______-_______

><><><><><><><><><><><><><><><><><><><><

Pre-certification Company:  ______________________________________

Phone #:  ______-_____-_______  Contact Person:  _____________________

Pre-cert #:   __________________________________________________

Procedure Approved:   _______________________________  Body Part:  ______________________

CPT:  __________  CPT:  __________   CPT:  __________   CPT:  ___________

DX:   __________   DX:   __________    DX:   __________    DX:   ___________

Time Frame:  _________________                                                                                REV AP 3/07


