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Midwest Orthopaedic Institute, S.C. 
Workers’ Compensation Verification 

 
Questions?  Call Midwest at 815-758-7481   Fax completed sheet to Midwest at 815-756-7130 

 

-----------------------------------------EMPLOYER SECTION------------------------------------------ 

Name of Employer_____________________________________________________________ 

Address_______________________________________________________________________ 

City/State/Zip__________________________________________________________________ 

Contact Person_____________________________Phone Number________________________ 
 
Worker Comp Carrier _________________________________________________________ 
    (Insurance Company) 

Billing Address_________________________________________________________________ 

City/State/Zip__________________________________________________________________ 

Contact Person_____________________________Phone Number________________________ 
 
Send Insurance Claim to:         ____Carrier (Insurance)        _____Employer 
Type of Injury_________________________________________________________________ 

______________________________________________________________________________ 

Date of Injury______________________________________Claim #______________________ 

Employer Signature:________________________________Date________________________ 
     

------------------------------------------EMPLOYEE SECTION-------------------------------------------- 
 
Worker/Patient Name:__________________________________________________________ 

Date of Birth__________________________ Social Security Number_____________________ 

Address_______________________________________________________________________ 

City/State/Zip__________________________________________________________________ 

Home Phone______________________________Work Phone___________________________ 

Group Health Insurance Company__________________________________________________ 

Plan Name/Number__________________________  Group Number______________________ 

       Health Insurance Card Scanned by Reception Staff 
 
Responsibility for payment:  I understand that if my claim is denied by Worker’s 
Compensation, my group health insurance will be billed and I will be fully responsible for the 
charges for my visit/treatment. 
 
Patient Signature:____________________________________________Date______________ 

 


