
Workman’s Comp Demographic Form

Employer*

Name: ____________________________________________________________________
Address: __________________________________________________________________
City, State, Zip: _____________________________________________________________
Phone: ____________________________________________________________________
Fax: ______________________________________________________________________

Corporate Address

Name: ____________________________________________________________________
Address: __________________________________________________________________
City, State, Zip: _____________________________________________________________
Phone: ____________________________________________________________________
Fax: ______________________________________________________________________

Additional Contact (If Applicable)

Name: ____________________________________________________________________
Phone: ____________________________________________________________________
Email: _____________________________________________________________________
Fax: ______________________________________________________________________

Work Comp Insurance (if applicable)*

Name: ____________________________________________________________________
Address: __________________________________________________________________
City, State, Zip: _____________________________________________________________
Phone: ____________________________________________________________________
Fax: ______________________________________________________________________
Policy #:____________________________________________________________

Post Accident Drug Screen Required? YES / NO

*FIELDS MARKED WITH ASTERISKS MUST BE COMPLETED PRIOR TO APPOINTMENT


