
please fill out the following as it pertains to you

employer_______________________________________occupation_________________________________

employer address_____________________________city___________________state_______zip_________

employer phone number__________________________

date of injury___________________________________

are you currently working? Yes__________no_______ if yes, full duty__________light duty__________
******************************************************************************************************

adjuster/nurse case manager name_________________________________company___________________

phone number__________________________________

claim number__________________________________
******************************************************************************************************

are you involved in a lawsuit /or have a lawyer for your injuries? yes________no_______

if yes:

Lawyer name________________________________phone number__________________________________

lawyer address_____________________________city_____________________state_______zip_________
******************************************************************************************************

by signing below i understand that treatment rendered is for a worker’s compensation, independent 
medical exam, or permanency exam. i understand that i must comply with the treatment and/or medical 
advice given to me by infinity orthopedics or there may be interruption in my treatment or employment 
status. 

all questions regarding testing or other treatments, including physical therapy, as prescribed by this 
office must be directed to my claims adjuster/nurse case manager/lawyer. infinity orthopedics does not 
dictate where your other treatments take place.

signature____________________________________date______________________________

for workers compensation/ime/permanency exams only


