Tuckey and Associates Physical Therapy, LLC
Workman’s Compensation/Automobile Procedures

Please provide the following information so that we may assist you in getting your claims paid as quickly as possible. 

       Please Check One:       _____Workman’s Comp           _____Automobile

Date of Injury/Accident: _________________________________________

      Claim Adjuster: ________________________________________________

      Claim Number: _________________________________________________

      Phone Number: _________________________ Fax# ___________________

      Company Name: ________________________________________________

      Claim Billing Address: ___________________________________________

Workman’s Compensation Claims ONLY
               Employer _________________________________________________

               Address ___________________________________________________

               Phone # ___________________________________________________

     *** If your PIP or workman’s compensation benefits have exhausted we can bill through your healthcare insurance provider or you may pay out of pocket to continue treatment (no liens are accepted). If you choose to utilize your healthcare insurance, please be aware that all deductibles, co-insurances and/or copays are due at the time of service. We will attempt to obtain referrals and/or authorizations when required by certain healthcare insurances however, you are ultimately responsible for any uncovered or unauthorized visits. 

I understand and agree to the auto claim and/or workman’s compensation policy stated above: 

Signature: _________________________________           Date: ___________________

