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8'8le University East Drive, Suite 120, Charlotte, NC 28213
* Tel: (704) 428-9006 * Fax: (704) 599-0998
Email: patientcare@apmr3.com

Workers Compensation Referral Form

Patient Information:

Zip:

Full Name: Date of Injury:

First Ml Last
Patient Mailing Address: City: State:
Phone#: DOB: Soc Sect#:

Female: [] Male: [ ] Employer:

Referred by: Referral Source Phone#

Patient Intake Questionnaire: (please check one)

Is your treatment covered by worker’s compensation — Oyes [ No
(If yes, Carrier Name: Billing Address:
Policy#: Claim#:

Adjuster: Ph#:

Fax# Email:

Present Complaints/Body Part Approved to treat:

Is this a: One-time Eval? [] Yes [] No Eval & treat:[ ] Yes[ ] No

Did you go to the Hospital? L] ves[ No (If Yes, Where?)

Have you received any other medical care? [1ves L1 No (If so, Name & Ph#: of other doctor’s)

Internal Use Only:

Appointment Scheduled: Date: Time:
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