WC Authorization Form

Date:

Employee:

l UPSTREAM

REHABILITATION

WC Date of Injury:

Employee DOB:

Employee Address:

Employer Occupation: Department:
Adjuster: Phone:
Email:

Nurse Case Manager: Phone:
Email:

Billing Address:

Authorized by Name: Phone:

# of Authorized Visits: WC Claim #:

SERVICES

O Physical Therapy

O Occupational Therapy

O Functional Capacity Evaluations
0O WC Conditioning

O Certified Hand Therapy
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O Employment Testing

O Early Symptom Intervention
0O Jobsite Analysis

O Improvement Rating

O Telehealth/Virtual Care
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O Translation
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PART OF THE UPSTREAM REHABILITATION FAMILY OF CLINICAL CARE

P (800) 578-1104 - F (423)362-5069 . WCScheduling@urpt.com
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