
WASHINGTON ORTHORPEDICS & SPORTS MEDICINE 
LIABILITY COVERAGE INFORMATION 

 
Please provide all necessary information.  If incomplete or invalid, you will be billed for the office visit and any 

and all procedures. 
 

 
Name:  Last, First, MI ___________________________________________Home Phone:_______________________ 
 
Street Address:_________________________________________   Cell Phone: ______________________________ 
 
City:  ______________________State:________Zip Code:  ______________ Business Phone:__________________ 
 
SS#:_______________________Birth Date:_____________________Pharmacy:  _____________________________ 
 
Occupation:______________________Date of Accident:_________________Pharmacy Phone:_________________ 
 
Body part(s) injured and/or affected:__________________________________________________________________ 
 

 
****************************************************************************************************************************** 

 
 

WORKERS COMPENSATION COVERAGE 
 

Employer’s Name:_________________________________Employer Contact Person:____________________________ 
 
Company Address:____________________________________City, State, Zip Code:____________________________ 
 
Employer Phone #:____________________Employer Fax #:____________________Claim #:___________________ 
 
Insurance Company Name:_______________________________ 
 
Insurance Company Address:_________________________________________________________________________ 
 
City:___________________________________State:______________________Zip Code:________________________ 
 
Adjuster’s Name:________________________________Adjuster’s Phone #:________________________Ext:________ 
 

 
 

****************************************************************************************************************************** 
 
 

AUTO ACCIDENT COVERAGE 
 

Inusrance Company Name:___________________________________Ins. Co. Phone #:__________________________ 
 
Ins. Co. Address:___________________________________________________________________________________ 
 
City, State, Zip Code:_______________________________________________Claim #:__________________________ 
 
Insurance Co. Claim Address:_________________________________________________________________________ 
 
City:___________________________________State:______________________Zip Code:________________________ 
 
Adjuster’s Name:________________________________Adjuster’s Phone #:________________________Ext:________ 


