Type of Claim:

O Workers' Comp O Medical Management
GISC LAI R & O Auto Liability O Jones Act
O General Liability 0O Longshore
ASSOCIATES O Ocean Marine O FELA
Q sTD O F.EC.A
aQ LTD O Railroad
Q Other
REQUESTED BY
MAME TITLE
COMPANY NAME
ADDRESS YOUR FILE NO
CITY. STATE, ZP
TELEPHOMNE DATE OF INJURY (DISABILITY)
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CITY STATE, AP CITY STATE Fal o
TELEPHONE CONTACT NAME
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AVERAGE HOURLY WAGE/BENEFIT RATE DATE OF HIRE
HAS CLAIMANT BEEN ADVISED OF OUR INVOLVEMENT? OYES
ATTORNEY oves 0ONO OUNKNOWN PHYSICIAN
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CITY STATE ZIP CITY STATE AP
TELEPHOMNE | ) TELEPHOMNE ( )
HAS CLAIMANT'S ATTORNEY BEEN ADVISED OF OUR INVOLVEMENT? INJURY OR DISABILITY
QvES QnNo
SPECIFY SERVICES REQUESTED / HANDLING INSTRUCTIONS
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OLUR FILE MO, — 0 Other
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