Waukesha Sljrgical Specialists, S.C. (WSS)

Workers’ Compensation Insurance Information

Name:

DOB:

Explanation of how injury occurred:

Date of Injury:

Employer Name:

Employer Address:

City - State

Phone Number:

Contact Person:

Zir

Name of Workers® Compensation Insurance Co.:

Insurance Company Address:

Claim# City

Phone Number:

Are you corrently working?

Contact Person:

State

ZIp

If not, indicate date disability began,

Any prior disability?

IT yes, specify.

Additional

Comments:

Date:

Signature:
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