
Date _____________________________ Patient Account # ______________________________

Patient Name __________________________________________ DOB ____________________

Employer Name ______________________________________ Date of Injury _______________

Insurance Carrier ________________________________________________________________

Authorization for: 		  Evaluation Only			   Evaluation and Treatment

				    Medication Dispensing	 	 Durable Medical Equipment Despensing

Nature of Injury __________________________________________________________________

Date of Appointment ____________________ Physician _________________________________

Name of Authorized Agent (Print) ____________________________________________________

Signature of Authorized Agent _____________________________________ Date _____________

Work Comp Department
Phone (352) 336-6004

Fax (352) 336-6046
14.011.5

Work Comp
Employer Authorized Initial Visit Form


