
Employer Address: Employer Contact Phone:
Employer Contact Fax:

Phone:
Address: City/State/Zip:

WORKERS' COMP 
WC Carrier Name:

City: State: Zip:

AUTHORIZED SERVICES 

WC Carrier Company/Employer:Protocol for Injury Protocol for Illness Bill to:

Workers' Comp Occupational Medicine

Fax:

Patient's Name: 
Patient's Job Title:

EMPLOYER REPRESENTATIVE

Date/Time of Injury/Illness: W/C Claim #:

 (Please select visit type and applicable services below.)

Employer Authorization for Examination or Treatment 
Please email or fax this and all completed forms to the clinic listed above or send with employee

Employer Name: Employer Contact:
Please complete all information in this section before sending employee for treatment or services.

Signature of Authorized Representative Date/Time

Date:

NON-DOT
DRUG AND ALCOHOL

DOT
OTHER SERVICES

IMMUNIZATION SERVICES AND LABORATORY TESTING

DRUG SCREENPHYSICALS

Please Select Chain of Custody:
 ePassportEmployer CCF Clinic CCF Other: Specify_______

This AFC location is owned and operated by: Updated: 07/09/2018

EMAIL TO: fot.anaheim@sunmedicalgrp.com

mailto:fot.anaheim@sunmedicalgrp.com
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