Workers Compensation or TAC

	Patient Name:
	



	
Workers Compensation     (   )
	
TAC     (   )

Claim Number: _______________________




	Employer’s Name:


	

	Address:


	

	Contact Person:


	

	Position:


	

	Phone Number:


	

	Email / Fax Number:


	



	Worksafe Agent:
(Insurance Provider)

	

	Date Lodged:

	

	Phone Number:

	

	Claim Number:


	

	Email / Fax Number:


	



	Date of Injury:
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