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MEDICAL WC AND/OR VOC REFERRAL SHEET
CLAIMANT INFORMATION



	Name:
	
	Claim #:
	

	Address:
	
	PIRS Referral #: (office use only)
	

	City/State/Zip:
	
	Referral Date:
	

	[bookmark: _Hlk43902839]Home Phone #:

Cell Phone #:
	
	Maryland Only:

Language: 

	Is claim filed with WCC? Yes ☐ NO ☐



	
	
	Case Manager: (office use only)
	

	Emergency Contact:
	
	Jurisdiction:
	

	E-Mail:
	
	Type of File:
	☐ VOC     ☐ MED    ☐ WC   ☐ CAT

	SS #:
	
	
	☐ LTD     ☐ TASK    ☐ Coverage

	Date of Birth:
	
	Date of Injury:
	

	Occupation:
	
	Body Part (Dx):
	

	AWW:
	
	Comp. Rate:
	

	
INSURANCE COMPANY INFORMATION



	Insurance Company:
	
	Adjuster Name:
	

	Billing Address:
	
	Adjusters Address:
	

	
	
	Adjuster Phone #: Fax #:
	P:
F:

	Billing City/State/Zip:
	
	Adjuster E-Mail:
	

	
EMPLOYER INFORMATON



	Name of Company:
	
	Contact Name:
	

	Address:
	
	Phone #:
	

	
	
	Fax #:
	

	City/State/Zip:
	
	E-Mail:
	




	
TREATING PHYSICIAN INFORMATION



	Name:
	
	Phone #:
	

	Address:
	
	Fax #:
	

	City/State/Zip:
	
	E-Mail:
	

	IME PHYSICIAN INFORMATION

	Physician Name:
	
	Phone #:
	

	Name of Facility:
	
	Fax #:
	

	Address:
	
	City/State/Zip:
	

	Is the following needed for this file?

	Translation: ☐ YES     ☐ NO

	
	Transportation:  ☐ YES     ☐ NO


	[bookmark: _Hlk51317704]DEFENSE ATTORNEY


	
PLAINTIFF ATTORNEY



	Attorney Name:
	
	Attorney Name:
	

	Name of Firm:
	
	Name of Firm:
	

	Address:
	
	Address:
	

	City/State/Zip
	
	City/State/Zip:
	

	Phone #:
	
	Phone #:
	

	Fax #:
	
	Fax #:
	

	E-Mail:
	
	E-Mail:
	

	INSTRUCTIONS FOR CASE MANAGER:

	

	

	

	

	CC the following on all reports and/or correspondence:
	

	




Workmans’ Compensation Records PIRS Requires at the time of the referral: 
· [bookmark: _Hlk125613198]Completed PIRS WC Medical Referral Sheet
· Provider Panel
· Adjuster on the file
· Accident/Incident Report
· FROI
· Medical Records
· Rx Card (if applicable)
· Send all above to: referrals@pirehab.com
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