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Doctor's Initial Report C-4
State of New York - Workers' Compensation Board

Use this form to report the first ime you treated the patient. (To reporl continued treatment, use Form C4.2. To report

permanent impairment, use Form C-4.3.) |

Please answer ai questions completely, attaching extra pages # necessary, and submit prompily to the Board, the insurance carmier and bo the

patients atiomey or ficensed representative, if he/she has one; if rot send a copy to the patient. Faiture to do s0 may delay the payment of

necessary treatment, prevent the fimely payment of wage loss benefits 1o the injured worker, create the necessity for testimory, and jeopardize

your Board authorization. You may also fill out this form online at www.wcb. state_ny.us. :

!
|
|
|
\
|

A Patient's Information . _
1. Name: 2. Soclal Security # -

Lasgl First MI .
3 Homephone & () 4. WCB Case # {if known): 5. Carrier Case #
B. Mailing address: . o
" Number and Sireet ~ Cily Sinle - Tip Code
7. Dale of njuryionset of iilness: ./ ! 8 Dateof Bith: /. J 9 Gender: [] Maie [} Famale

10. On the date of injuryfiliness what was the patient's job fitle or description;

£1. On the date of injuryfilness what were the patient's usual work actlvities:

12. Patient's Account &:

B. Employer Information

1. Employer when injury cccuired: ' 2. Phone #: { )
CompanyiAgency Name _ ?

3. Employar Addrass:

Number 2nd Sireet Cily - Sials g Code

!, Work Status
! 1. Has the patient missed work because of the injuryfilness? [ ]Yes [[JNe  Ifyes, date patient first missed work: / I

Is the patient currently working? || Yes (] No W yes, did the patient retun to; [ Jusual work'activities (] mited work aclivities

E, m . N o . e e s

g 1. Based an the pafient’s history, where and how did the injuryfiiness happen:
i
|
|
|

e

£ e .

D. Billing Information

1. Employer's insurance cariier: 2. Carrier Code # W

3. insurance carsier'’s address:

N_umber and Strest Gity . Slzie ~ Zip Code
4, Diagnosis o nature of disease or injury: '
Enler ICDE Code: 1CD9 Descrpler:
M | . . | o
T -
(3)
@

Retate 1CDE codes in (1), (2), (3), or {4) to Diagnosis Code column on page 2 by iine.

THE WORKERS COMPENSATION BOARD EMPLOYS AND SERVES PEORLE
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NOTICE THAT YOU MAY BE RESPONSIBLE FOR MEDICAL COSTS IN THE EVENT OF
FAILURE TO PROSECUTE, OR IF COMPENSATION CLAIM IS DISALLOWED, OR IF
AGREEMENT PURSUANT TO WCL §32 1S APPROVED

NATURE OF INJURY OR INJURED PERSON'S
WCB CASE NO. (if Known) CARRIER CASE NO. (if Known} DATE OF INJURY LLNESS SOC. SEC.
E ADDRESS ) AFT. NO.
CLAIMANT T NAM ;
EMPLOYER
INSURANCE
CARRIER

You may become responsible for the medical costs of treatment for your illness or condition with the
provider listed below if (1) you fail to prosecute the claim for workers' compensation or (2) itis
determined by the Workers' Compensation Board that the illness or condition which required treatment
was not a result of a compensabie workplace accident or occupational disease or {3} if an agreement is
exacuted by you and approved pursuant to Workers' Compensation Law §32 in which you waive your
right to medical benefits from the workers' compensation carrier/self-insured employer for treatment/
services performed after the date the agreement is approved. If any df the above events occurs, the
provider may bill you directly instead of the employer or insurance camer and you wiil be responsible
for the provider's fees for services rendered.

| hereby acknowledge that | have read the above and understand the circumstances under which | may
hecome responsibie for payment.

Claimant's Signature - Date

Provider's Name and Address

TO THE CLAIMANT

Workers' Compensation Board Regulation 325-1.23 permits your doctor or therapist fo request that you sign this A-9 notlice. By signing this
notice, you acknowledge your obligation (o pay the provider's fees for the services you recelve if it tums out that such fees are not legally
required to be paid by your employer or its workers' compensation insurance carrier and if such fees are nat covered by other insurance,
The employer or carrder may not be required to pay the doctor's fees , for example, you fall to file a claim for workers' compensation, or fail
to notify your employer of your injury or iliness, or fail 1o attend a Board hearing if your employer challenges your right to benefite. Even if
you make alt required efforts to prosecute your claim, the Workers' Compensation Board may still find that you are not entitled to benefits.
in such cases, this notice advises your health pravider that you acknowledge your personal liability for payment of bis/her bills,

Workers' Compensation Law Saction 32

The A-9 notice also covers instances in which a daimant with an existing valid workers' compensation case comes 0 an agreement with
his/her employer Or its insurance carrier settling his/her case in accordance with Section 32 of the Workers' Compensation Law. A Section
32 agreement may include a provision which relieves the employer or camler of the liability to pay future medical bills associated with the
case. Your health care provider may ask you to sign this A-9 notice fo insure that you acknowledge your personal liability for payment of
hisfher bills if you have waived your right to future medical benefits under a Section 32 agreement.

If you have any questions, contact your attomey or licensed hearing representative, if you have ona. You may alsc centact your iocal
digtrict office of the Workers' Compensation Board.

TO THE HEALTH CARE PROVIDER
This notice s maant to advise the workers' compensation claimant that be/she may be responsuble for payment. Fafiure of the daimant to
sign thls for does not relieve the provider of the obligation to treat the claimant, nor does ‘it negate the claimant's responsibility for
payment,

Keep the original of this form for your records and give a copy to the daimant. Do neot file with tha Workers' Compensaticn Beard. You
will recelve Notices of Dacisions in which the compensability of a claim, authorization of treatment, or payment of medical bilis is included,
You will also be notified if the cdlaimant submits a Section 32 Agreement with the Board for approval. Do not bill the claknant untess and
untii you receive a Board decision finding that 1) claimant failed to prosacute the claim, or 2) the daim is denied, or 3) the treatment is not
causally related to the work injury, or 4) a Section 32 agreement relieving the carrier of Hability for medical treatment is appraved.

Proscribad by Chalr ]
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State of Naw York

{www weh xbate.ny.us}



WORKERS COMPENSATION INFORMATION

Insurance Name and Billing Address:

Adjuster’s Name:
Phone Number:
Fax Number:

Attorney’s Name:
Phone Number:
Fax Number:



