Kennedy Chiropractic, Inc.
1461 West Main Street




 
                       Patrick D. Kennedy, D.C.

Salem, VA 24153                                                                                                                              Mia M. Kennedy, D.C.

540-375-9220 Fax 540-375-9229

Worker’s Compensation Authorization for Treatment

Patient: __________________________________________    Date: _______________________________________

Address: ___________________________________ City: ________________ State: _______ Zip: ______________

Employer: ____________________________________________ Date of Accident: ___________________________

Address: ___________________________________ City: ________________ State: _______ Zip: ______________

To the patient:   It is necessary that your employer sign the following authorization for treatment and return it to our office. If we do not receive it you will be fully responsible for payment.

To the employer:   I acknowledge the work related injury of the above name patient. You are authorized to render the appropriate care needed for this injury and we will file the proper forms with the insurance carrier, or supply you with the appropriate information so that you may bill the insurance carrier directly.




Authorized by: ___________________________________________________





Title: __________________________________________________________





Date: __________________________________________________________
Please return form to:
 Kennedy Chiropractic, Inc., 1461 West Main Street, Salem, VA 24153

