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     Worker’s Compensation Treatment Authorization Form


This Form is not a guarantee of eligibility or compensability for Workers’ Compensation Benefits.

To be completed by employer (please print)

Member Number:   __                                _

Employer Name:   ___                                   _
 
Employer Address: ______________________________________________________

Employee Name: ________________________________________________________

Social Security Number: ___________________ Date of Injury: ___________________

Type of Injury: ___________________________________________________________

Body Part Injured: ____ ___________________________________________________

Individual issuing form: ________________________________________________

Employer: Please give this completed form to the injured employee to take to their initial medical appointment.  Please remember that you must file the First Report of Injury CCMSI within 24 hours of injury. 
 
This form is for the initial appointment only and not authorization to continue treatment unless authorized by the injured workers adjuster. 

Medical Providers: Make sure to contact the CCMSI workers compensation adjuster for any continued treatment, referrals or any type of admission unless it is an emergency. 

Please note that bills cannot be paid without dictation so please make sure the dictation and the bill come together to CCMSI PO Box 948399 Maitland FL 32794. If they are separate, it could delay payment.
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