Company Logo
Date: ________________
To Whom It May Concern:
Employee's name is an employee at company name and was involved in a work related accident on date. Please treat him/her for his/her injuries pursuant to Section 13 of the NYSWCL.

Kindly forward all medical bills with proper procedure codes and medical documentation to:

compensation company
address 1
address 2
phone number
Carrier: ___________________
Policy number: _________________
Employer contact: __________________
Type of injury: ____________________
Body part affected: ______________________
Manager on duty:________________________
