
 

 

 

 

 

                                              
 

WORKER’S COMPENSATION INFORMATION 
 

Date__________ 
 
Name_____________________________________________________________________________________ 
 
Social Security Number_______________________________________________________________________ 
 
Date of 
accident/injury______________________________________________________________________________ 
 
How did your injury occur? ___________________________________________________________________ 
 
Who was your employer at the time of injury? ____________________________________________________ 
 
Employer’s address__________________________________________________________________________ 
__________________________________________________________________________________________ 
 
Employer’s business telephone number__________________________________________________________ 
 
Worker’s Compensation Insurance Carrier________________________________________________________ 
 
Carrier’s mailing address______________________________________________________________________ 
__________________________________________________________________________________________ 
 
Carrier business telephone number_____________________________________________________________ 
 
Adjustor________________________________ Claim number_______________________________________ 
 
Attorney’s name, if applicable_________________________________________________________________ 
 
Attorney’s telephone number__________________________________________________________________ 

mailto:info@angelomri.com
http://www.angelomri.com/

