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CLAIMS INVESTIGATIONS





WORKERS COMPENSATION REFERRAL

Date:      
YOUR INFORMATION 
Name:      
Title:      
Company:      
Mailing Address:  
     



     
City:         State:     Zip Code:      
Phone Number(s):      
Fax Number:      
Email Address:      
Your Claim Number:      
WCB Number:      
Policy Number:      
ASSIGNMENT INFORMATION

Type of Assignment:
 FORMCHECKBOX 
 Insured Statement

 FORMCHECKBOX 
 Witness Statement

(Check all that apply)

 FORMCHECKBOX 
 Claimant Statement 

 FORMCHECKBOX 
 Witness Canvas





 FORMCHECKBOX 
 Co-Worker statement

 FORMCHECKBOX 
 Scene Diagram





 FORMCHECKBOX 
 Scene Photos


 FORMCHECKBOX 
 Damages Photos





 FORMCHECKBOX 
 Secure/Copy Documents 
 FORMCHECKBOX 
 15-8 Investigation





 FORMCHECKBOX 
 3rd Party Lien Potential
 





 FORMCHECKBOX 
 Concurrent Employment Verification

 FORMCHECKBOX 
 Other (Provide details below)


Prior HCI File Number:      
(If reopening previous assignment)

Insured:      
Contact Person:         Title:      
Mailing Address:        



     

 City:        State:     Zip Code:      
Street Address (if different):      




      
City:        State:     Zip Code:      
Phone Number(s):      
Fax Number:      
Email Address:      
Claimant:      
Mailing Address:        



     
 City:        State:     Zip Code:      
Street Address (if different):      




     
 City:        State:     Zip Code      
Phone Number:      
Date of Birth:      
Gender:   Male  FORMCHECKBOX 
   Female  FORMCHECKBOX 

SSN:       
Email Address: x
Occupation:        Employer:      
Spouse:      
Drivers License #:        
Vehicle Type & Plate #(s):      
Claimant Physical Description:      
Is Claimant Represented?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

If Yes - Attorney Information:      
Additional Claimants for Same Loss?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

(If Yes, include information details below)      
Alleged Injury/Damages:      
Investigation Needed:      
Are there any specific documents that need to be obtained?

 FORMCHECKBOX 
 Police Report

 FORMCHECKBOX 
 Fire Department Report

 FORMCHECKBOX 
 OSHA Report

 FORMCHECKBOX 
 Copy of WCB File (Include Authorization)

 FORMCHECKBOX 
 Performance Appraisals

 FORMCHECKBOX 
 Attendance Records

 FORMCHECKBOX 
 Indoor Environment Survey or Air Quality Tests

 FORMCHECKBOX 
 Employee Application &/or File (Include Authorization)

 FORMCHECKBOX 
 Correspondence &/or Memos (List)       
 FORMCHECKBOX 
 Other      
Is this claim Controverted?  If so why?       
Are there any specific questions that need to be asked?       
Are there any important deadline dates that need to be met?       
Do you need information regarding any disability carriers?       
Is there any third party or insurance carrier contact needed?       
Are there any special claim handling or billing requirements?       
Will supporting documentation be sent to HCI for this assignment?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If Yes, how will it be sent?   FORMCHECKBOX 
 Mail    FORMCHECKBOX 
 Fax    FORMCHECKBOX 
 Scanned to Email

Forms needed to be obtained:    FORMCHECKBOX 
 C-2     FORMCHECKBOX 
 C-11     FORMCHECKBOX 
 C-240     FORMCHECKBOX 
 Other 
Additional details and/or information:      
The more information you give us, the better service we can provide!

Thank you for this assignment. 

�





� HYPERLINK "mailto:Sean@HalliganCI.com" ��Sean@HalliganCI.com�


Fax – 518-832-7066


PO Box 2220, Wilton, NY 12831








