Doctor's Initial Report

State of New York - Workers' Compensation Board C-4

Use tis brm he firstime vou treated e patient (To reportconiinued reatment use Form C-4.2. To report
permanentimpairment, use Form C-4.3)

Please answer all questons conpleiely, atlaching extra pages if necesary, and submit promply e Board, he insurance carrier and b he
patents atiorney or licensed representative, if he/she has one; if not, send a copy b he patent Failure b do so may delay the payment of

necessary reatment, prevent he imely payment of wage loss benefits b the injured worker, create the necessity for esfony, and jeopardize
your Board auhorization. You may aiso fll out his form online at www.wcb.stake.ny.us.

A. Patient's Information

1. Name: LastName FirstName M 2. Social Security #: 123-45-6789
Last irst .
3. Home phone #: (555)555-5555 4, WCB Case # (ifknown) WCB Case 55555 5. Carrier Case # C42 Carrier code
6. Mailing Address: 12345 main Street . New York NY 12345
Number and Street City State Zp
7.Date of injury/onset of liness: 8. Date of Birth: 04/20/11960 9. Gender: |__| Male | x| Female

10. On e date of injury/iiness what was the patients job fife or descripion: Job Title test test

11. On the date of injury/ilness whatwere he paients usual work actvifes:
AWork TEST test

12. PafentAccount# DSFDF000

B. Employer Information

1. Employer when injury occured 2. Phone #
3. Employer Address: |
Number and Street City State Zip Code
C. Doctor's Information
1. Your name: Provider FirstName

2. WCB Auhorizafon #: TEST TEST test
3.Youarea (checkone):  [X |Physician [ X | Podiarist [ X | Chiropracior 4. WCB Raing Code:

5. Ofice Address: 54321 Medical Drive Medical NY 54321
6. Biling address:

7. Ofice phone; __(595)555-5555 8. Biling Phone: 9. P! #: 9676543214
10. Federal Tax ID#: The Tax ID # is he (checkone): [ |SSN [X_JEIN
D. Billing Information

1. Employer's insurance carrier; Insurance Company 2. Carier Code #: W
3. Insurance carrier's address: 9999 Does Not Pay Street New York NY 12345
4. Diagnosis or nalure of disease or injury:

Enter ICD9 Code: ICD9 Description:

(1) 123.11 Diagnosis1

(2) 2222.22 Diagnosis 2

(3) 333.33 Diagnosis 3

(4) 444.44 Diagnosis 4

Relate ICD codes in (1), (2), (3) or (4) b Diagnosis Code column on page 2 by line
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Patients Name: FirstName FirstName M Date of Injury/onset of iliness:

' Last First M
Seni Place Use WCB Codes
From DeteofSenice of Loave Procedures, Setvices or Supplies Diagnosis Code $ Charges Days)  coB  Zipcode wheresenvicewas
MM DD YY MM DD YV Sevice DK cotapcs MODIFIER Units pedfomed
04 20 09 {04 20 09]11 99999 1234 190.00 11 54321
04 20 09 |04 20 Oé 11 99888 12 34 400.00 11 54321
04 20 09 (04 20 09)11 888999 . 1234 550.00 11 54321
04 20 09 |04 20 o911 888999 1234 |550.00 11 54321
o . . . . . Tdd
Check here if services provided by a WCB preferred provider organizafion (PPO) WQTGSO.OO Camer Uss Unly | (Carfer Use Only)
E. History
1. Based on the patients hisbry, where and how did te injury/iliness happen: Injury Details test
Line2 Test rtrtrtrrtrtrrtrrter [
Line3TEsT BOOCEBEEELLEHHLE0008806006606 00660 W

2. How did you learn abouthe injury/ilness (check one): [X JPatent || Medical Records [ | Oter (speciy)

3. Did anoher healh provider ¥eat this injury/ilness including hospitalizaion and/or surgery? Iz]‘Yes D No Ifyes, give details:

4. have you previously reated tis pafent for a similar work-related injury/ilness? |_ X ] Yes |_ INo No Ifyes, when:

F. Exam Information
1. Dae(s) of Examination:

2. Patients subjecive complaints: Check all hatapply and idenffy specific afieced body par{(s):

[X] Numbness/Tinging [ X] sweling
[ 1Pain [ ] weakness
m Sifiness m Oher (specify)

3. Type nawre of injury: Check all that apply and idenify specific aflecied body par{(s):
m Abrasion I__)_(] Infecous Disease
m Amputaton : } [_] Inhalaéion Exposure
|__X_| Avuision R |_7[ Laceration
[X]Bte | [ | Neede Sick
[X] Burn Bumed test test [ |Poisoning/Toxic Eft
[ ] contusionHemabma [ ] Phychological
[ X] Crush tnjury | [ X] Puncture wound
I__—| Dermatis l__l Repefive Strain Injury,
[_] Dislocation [—I Spinal Cord Injury
L—_] Fracure [—] Sprain/Skrain
[ ]Hearing Loss [ o Ligament, Tendon or Muscle
[ ] Hernia [ vision Loss
[X]oter (speciy)
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Patients Name: LastName FirstName

M Date of injury/ilness:

Last First

4. Physical examination: Check all relevant objective findings and identify specific affected body part(s).

E None atpresent

Egru;gng Test test test

[:I Neuromuscular findings:

D Burns Test test test

[ ] AbnormaiResticed Rom

lzl Crepitaton

[ X ] Acive Rom wasqwwae

ZI Debrmity Test test

[_] passve Rom

Z] Edema

[ ] cait wewae

E Hematoma/Lump Sweling Test test test rrrrrrrrrrrmr

[ ] voint Efusion

D Paipable Muscle Spasm

Zl Lacerafon/Sulures Test test test

D Refexes

IZ’ Pain/Tenderness

IZ] Sensafion

D Scar terrererererere

IZl Stegnth (Weakness) qwewqeqwee

E Oer findings: Other Findings test

I:l Wasing/Musde Afrophy

5. Describe any diagnosfc es{s) rendered at this visit

eqweqwe

6. Describe any reatmen(s) rendered at his visit

7. Describe prognosis for recovery:

Ly

8. Does the pafents medical hisiory reveal any pre-exising condifon(s) hatmay aflect he reatmentand/or prognosis? [ | Yes [ X| No

Ifyes, describe

G. Doctor's Opinion

"

1. In your opinion, was te incident hat he patient described the competent medical cause of his injury/iliness? IZIYes |:| No

2. Are e patenfs complaints consisient with his/er history of he injury/filness? Yes No
3. Is the pafents hisbory of he injury/iiness consisent wih your objecive iindings? Yes No L_J N/A (no findings at this time)
4. Whatis he precentage (0-100% ) of emporary impairment? 90 %

5. Describe fndings and relevant diagnosic test results:

H. Plan of Care
1. Whatis your proposed reatment?

2. Medicaion(s):(a) list medications prescribed:

(b) listover-te-counter medicaions advised:

Medicafion resticions: I:l None |:| May aflect pafients ability 10 return 1 work, make pafientdrowsy, or oher issue. Explain below:
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Patents Name: FIrstName FirstName M Date of injury/iliness:

Last First L]
3. Does he paient need diagnosic ests or referrals? I:I Yes D No Ifyes, check all hatapply:
Tests: Referrals
CT Scan Chiropracior

EMG/NCS
MRI (Speciy):
Labs (Specify):
X-rays (Specify): Specialistin
Oher (Specily): Oher (Specify):

4. Assisive devioes prescrbed or s patent | | Cane [ | Cruches || Orhodes || Walker [ | Whesichai
Important: You must fil out a C-4 AUTH to request any special medical service over $1000 that is not on the pre-authorized procedure list.

[ ] oter (specty):

5. When is he paiients next follow-up appoinfmnent?

[ Jwitinaweek [ X | 12 weeks [ ] 34 weeks [ |5-6weels| | 7-8weeks [ | montis || Retm as needed
I. Work Status

1. Has e pafentmissed work because of he injury/illness? D Yesl:] No Ifyes, date pafientfirst missed work:

Is he patentcurrenty working? [ | ves [ ]No yes, did he patentrenrn b: [ Jusual work actvites [ ] ited work actvites
2. Can te pafientreturn o work? (check only one):

a. E The pafientcannot return t work because (explain):
b. [Z] The pafientcan return o work without limitations on
c. lzl The paiientcan refurn b work wit he following limitaions (check all hat apply) on

[ ] Bending/mising [ ] uitng [ ] sitng

InfernistFamiy Physician
Occupational Therapist

Physical Therapist

EERENE

I ]

I_____l Climbing stairsfadders D Operafng heavy equipment D Standing
I:, Environmental condions l:] Operation of motor vehicle E:I Use of public ransportaion
D Kneeling I:] Personal proteciive equipment D Use of upper exremites

[X ] Oter (explin): Explain Other Test stst
Describe/quantfy the limitafons:

How long will hese limitations apply? I:I 1-2 days[_—__l 37 daylel 8-14 days E] 15+ days D Unknown at this fme DN/A
3. Wih whom did you discuss the patents reurn © work and/or limitaions? |___| wih pafent wih patients employer I:l N/A
This form is signed under penalty or perjury.
Board Authorized Healh Care Provider - Check one:
H | provided e services lisied above.
| acively supervised he healh-care provider named below who provided hese services.
Provider's name

Board Autiorized  Healh Care Provider signature:

Signature Specialty Date
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Doctor's Progress Report C4.2
State of New York - Worker's Comensation Board
Use tis form b report coniinuing services. (To report e firstfme you reated he patent, use Form C-4. To report permanent
impairment, use Form C-4.3.)

Please answer all quesons compleiely, ataching extra pages if necessary, and submit promply 1o he Board, he insurance carrier and b he
pafients atbrney or licensed representafive, if he/she has one; if not, send a copy b he pafent Failure b do so may delay he payment of
necessary reaiment, prevent e imely payment of wage loss benefits b he injured worker, create the necessity for esimony, and jeopardize
your Board auhorizaton. You may also fill out his form online atwww.wcb.staie.ny.us

Dak(s) of Examinafon: 4/1/2009 4/3/2009 41412009

WCB Case Number (ifknown): WCB Case 55555 " Carrier Case Number (ifknown):
A. Patient's Information
1. Name: LastName FirstName M 2. Dake of Injury/liness: 3. Soc. Sec. # 123-45-6789
Last First M
4. Address (ifchanged from previous reporf); 12345 main Street New York NY 12345
5. Pa'nnfs Awount# DSFDFOOO Number and Street City - State Zip Code
B. Doctor's Infomation
1. Your Name: Provider FirstName 2. WCB Autorizaton #:
Last First M

3. WCB Ratling Code: WCB Rating 666666

4, Ofice address: 54321 Medical Drive Medical NY 54321
Number and Street . City State Zp Code
5. Biling address: 54321 Medical Drive Medical NY 54321
Number and Strest City State Zip Code
6. Ofice phone #: (555)555-5555 7. Biling phone #: (555)555-5555 8. NP} # 9876543214
9. Federal Tax ID#: 559-55-5555 10. The Tax ID# is e (checkone) [ ] ssn [X] EIN
C. Billing Information
1. Employer's insurance carrier: Insurance Company 2. Carrier Code #: W C42 Camier code
3. Insurance carrier's address: 9999 Does Not Pay Street New York NY 12345
. . . .. Number and Street City State Zip Code
4. Diagnosis or nature of disease or injury:
Enter ICD9 Code: ICD9 Descripbor:
(1) 123.11 Diagnosis1-
(2) 2222.22 Diagnosis 2
(3)333.33 . Diagnosis 3
(4)444.44 Diagnosis 4
Relae ICD9 codes in (1), (2), (3), or (4) © Diagnosis Code column below by line.
Date of Sexvice Place Use WCB Codes
From o Lleave Procedures, Sewices or Supplies Days/ Zip Code where service was
M4 DD YY MM DD YY  Senice Blak CPTHPCS MODIFIER Diagnosis Code § Charges Units  COB pesformed
04 20 09 04 20 09|11 99999 1 234 190.00 11 54321
04 20 09 04 20 09|11 99888 12 34 400.00 11 54321
04 20 09 {04 20 09(11 888999 1234 550.00 11 54321
04 20 09 ({04 20 09]11 888999 1234 550.00 11 54321
X | Check here if services were provided by a WCB preferred organizaion (PPO) 1,680,002 e oy Use Only)
D. Examination and Treatment —

1. Describe any diagnoskc es{s) rendered at tis visit TEST TEST TEST

THE WORKERS COMENSATION BOARD EMPLOYS AND SERVES PEOPLE www.wb.stete.ny.us
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AND CARRIER'S RESPONSE

State of New York - Worker's Compensation Board
Answer all questions fully on this report

ATTENDING DOCTOR'S REQUEST FOR AUTHORIZATION

C-4
AUTH

WCB Case Number:  WCB Carrier Case Number: Carrier Case 444444 | Dat of Injury:
Patenfs Name: FirstName M LastName
First M Last
Social Security Number: 123-45-6789
Employer' Name: |
Insurance Carrier's Name: Insurance Company "
Address: 9999 Does Not Pay Street New York NY 12345
Number and Street City State ?P Code
Atending Docbor's Name  FirstName Provider v
Provider Authorizaton Number: PROVAUTH333333
Address 54321 Medical Drive B Medical NY 54321
Number and Strest City State Zip Code
Telephone Number:  (555)555-5555 Fax Number-
AUTHORIZATION REQUEST A
The undersigned requests written authorization for the following special service(s) costing over $1,000.
Authorization Request: Carrier Response: If any service
Diagnosic Tests (indicate body parf) is denied, explain on reverse.
El X-Rays XRAYasasasaasasasasasaa 0 Granied [ Denied
3333333333333333333333333333 ;
[x] CT Scat CTSCAN [] Graned [ Denied
[X] EMGINCV UE Swewewgeqwewqewq (LRorB) | []Graned [7]Denied
LE ewqweeqw (LR, orB) O Granied [[] Denied
[*] Nerve Biocks Nerve Biock i [] Graned [] Denied
[X] Ortopedic Evaluaion Orthopedic rererere [J Graned [ Denled
[x] Neurological Evaluation Neuro NNNNNNNNN [ Graned [ Denied
Oher Other TTTTTT
(] []Graned [ Denied
Treaiment
[X] Physical Therapy ( imes per week for weeks) [ Graned [ Denied
|Z| Occupatonal Therapy ( imes per week for weeks) [ Graned ] Denied
[x] oer( fimes per week for weeks) [ Graned [ Denied
Surgery
[X] Type of Surgery brirtrirtrirtrtr [ Graned [ Denied
O Graned [ Denied
[Z] Surgical Implants [JGraned [ Denied
[X] PostOP Physical Therapy ( fmes per week for weeks) [ Granked [ Denied
THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION
www.web.stateny.us
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PHYSICAL THERAPISTS REPORT

H OCCUPATIONAL THERAPISTS REFORT

STATE OF NEW YORK

WORKER'S COMPENSATION BOARD

SERVICES PROVIDED UNDER WCB PREFERRED
PROVIDER ORGANIZATION (PPO) PROGRAM?

48 HR. [_T 15 DAY| I_ 45 DAY SEE ITEM 1 ON REVERSE FOR PLEASE TYPE ALL INFORMATION COMPLETE ALL ITEMS
INITIAL INITIAL PROGRESS FILING INSTRUCTIONS
WCB CASE NO |  CARRIERCASE NO. (IF KNOWN) DATE OF INJURY AND TIME|  ADDRESS WHERE INJURY OCCURED (CITY TOWN OR VILLAGE) "s’é’ées"e'c*ﬁ?""s
CASE Carrier Case 4-1-2009 1234 Injury Street Accident NY 123-45-6789
INJURED (First Name) (Middle Initial) (Last Name) 12345 main Street TELEPHONE NO.
PERSON FirstName M LastName New York, NY 12345 5555555555
EMPLOYER PATIENT'S DATE OF BIRTH
04201960
INSURANCE 9999 Does Not Pay Street
Insurance Compan
CARRIER mpany New York, NY 12345
REFERRING TELEPHONE NO.
PHYSICIAN/
PODIATRIST
"I treatment was rendered under the VFBL OR VAWBL show as "Employ er” the liable political subdivision and enter check here: | | vFBL § vAwBL

If you have filed a previous report, setting forth the history of the injury, ente@:he date and compiete items 3 to 16. If not, complete all items.

1. DIAGNOSIS OF REFERRING PHYSICIAN/PODIATRIST
Broken Leg

<23 O0O-H®W~2T

2. If patient has given any history of pre-existing injury, disease or phy sical impairment, describe specifically
None ‘

3. Referral wes for: El Evaluation Only (Complete item a) D Treatment Only (Complete item b-1,2,3) I:l Evaluation and Treatment (complete Items a and B-1,2,3)

a. Your Evaluation:

Evaluation

b. (1) Patient's condition and progress

b. (2) Treatment and planned future treatment. If an authorization request is required (see items 4 & 5 on reverse), check box D and explain below. If additional space is
necessary, please attach request.
'R

b. (3) Was such treatment plan upon prescription or referral of claimant's attending phy sician or, in the case of phy sical therapy, authorized phy sician or podiatrist?
L—_l Yes m No if yes, frequency of tratment ordered: Period of treatment ordered:

4. Date(s) of visits on which this report is based Date of First Visit Wil Patient be seen again? | |y m No !f yes, when?

If no, was patient refermed back to attending doctor?
5. Is patient working? D Yes E] No If yes, date(s) patient resumed limited work of any kind

X

HzmZA>»MmMA A z0 —A4>crrP>P<Cm

resumed regular work

6. Diagnosis or nature of disease or injury (Relate items 1,2,3 or 4 to item 7E by line). Enter code and describe nature of injury
1.1123-11 Diagnosisl 3.| 333-33 Diagnosis 4

2.| 2222~ Diagnosis 2 4.| 444-44 Diagnosis 3
| A B [of D (USE WCB CODES) E F G H 1
Dates of Service Placeof Leeve Procedures, Services or Supplies i i Dewsor COB Zip Code where Service
Lt| MM DD Yv MM DD YY Serice Bk CPTHCPCS MODIFIER Diagnosis Code $ Charges Urits P vas Rendered

SEE C4.1 CONTINUATION PAGE(s) FOR BILLING INFORMATION

Federal Tax 1.D. Number [ﬂ]'ﬁﬂ:l 9. NYS License Number 0. Patilent's Account Number | 11.Total Charges |12 A Daid Gamer | 13, Bal. Due camer
555-55-5555 DSFDF000 1,690.00 | useoW use only)
Affirmed Under Penalty of Perjury | 15. Therapist's Name, Address & Phone No. | 16. Therapist's Biling Name, Address & Phone No. _gee ses caxs
FirstName Provider FirstName Provider
14, Signeture of Treating Therapist ~ Date | 54321 Medical Medical- NY 54321 54321 Medical Drive Medical- NY 54321
OT/ PT4 (707) Coov riaht MedicServe 2009 SEE REVERSE SIDE FOR IMPORTANT INSTRUCTIONS www.web state.ny.us




CONTINUATION TO CARRIER/EMPLOYER BILLING PORTION
OF FORMS C+4, C-5, PS4, or OT/PT4

Doctor's Name WCB Case Number - Carrier Case Number Date of Accident or Injury

FirstName Provider
Patient Patient's Social Security Number
LastName, FirstName M 123-45-6789

A ‘ B C l D (USE WCB CODE) E F G H |
00 v wa 00 vy |suvico] (CEaUiamGry | S | scmom T ——
042009 (042009 |11 99999 1234 190' 00 1 54321
042009 {042009 |11 99888 1234 400j00 1 54321
042009 [042009 |11 888999 1234 550' 00 1 54321
042009 (042009 |11 888999 1234 550'00 1 54321

TH ~ .

4.1 (09-08) E INJURED WORKER SHOULD NOT PAY THIS BILL

Copywright MedicServe 2009
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