New Referral Worksheet

Date Assigned:

State:

Claims Professional:

3

Orchard

Medical Consulting | Global

www.orchardmed.com

Adjuster Name:

Company Name:

Billing Address:

Office Phone:

Office Fax:

Email:

Is this file ready to be
copied?:

‘When will the copied file
be ready to be picked up?

Instructions:

Injured Worker:

Name:

Primary Language:

SSN:

Date of Injury:

Claim Number:

Date of Birth:

Phone:

Address:

City:

State:

ZIP:

Diagnosis:

Treating Physician:

Attorney:

Attorney's Phone:

Employer

Company Name:

Contact:

Phone:

Email:

Fax:

Address:

City:

State:

ZIP:

To submit this referral, please fax to 1-866-942-0212 and Case Manager will contact you very soon.

Thanks for choosing Orchard!




