
Michael L. Parks, MD 
NF/WC Insurance Form 

 
Patient Name: ____________________________ SSN: _____________________ 

Insurance Carrier: ___________________________________________________ 

Insurance Address: __________________________________________________ 

Adjuster’s Name: _________________________  

Phone: __________________  Fax: ___________________________ 

Insurance Claim/Policy #: ___________________________________________ 

Date of Accident: ____________________________________________________ 

State of Accident: ___________________________________________________ 

Attorney Name/Address: ____________________________________________ 

_______________________________________________________________________ 

Attorney Phone Number: ____________________________________________ 

 
Workers Compensation (complete only if workers compensation) 

Employer information on the Date of Injury/Illness 
 
Employer Name: _______________________ Phone: ____________________ 

Employer Address: _________________________________________________ 

Job Title/Description: ______________________________________________ 

Usual Work Activities: _____________________________________________ 

Are you currently working? (please circle) Yes or No 
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