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The physicians and staff of Advanced Specialty Care are committed to providing workers 
compensation and motor vehicle accident patients with the highest level of care and 
consideration. Our highly trained specialists have spent years establishing relationships with 
insurance carriers that assist our patients to receive the authorizations necessary to receive 
treatment. 

When calling our office to arrange your initial appointment we require following information 
listed below. This information is necessary to expedite authorization for your initial evaluation 
and future treatment with our office.  

• Name of WC/MVA carrier 
• Telephone number of WC/MVA carrier 
• Claim number 
• Date of injury 
• Name of adjuster 
• Extension and fax number of adjuster 

If you have medical insurance, we ask that you please bring the card to your appointment as 
back-up to your workers compensation/motor vehicle accident claim.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



public:Forms:Reception Current: WC/MVA 

ADVANCED SPECIALTY CARE, P.C. 
107 Newtown Road, Suite 2A, Danbury, CT 06810 (203) 830-4700 

901 Ethan Allen Highway, Suite 101, Ridgefield, CT 06877 (203) 438-9641 
131 Kent Road, New Milford, CT 06776 (860) 210-0286 

 
PATIENT __________________________________________________ 
 
DOB ______________________________ 
 
ACCOUNT  # _________________________ 
 

WORKER’S COMPENSATION INFORMTION 
 
WC CARRIER ________________________________________ 
 
ADJUSTER’S NAME ________________________________________ 
 
ADJUSTER’S NUMBER ______________________________________ 
 
DATE OF INJURY _______________________ 
 
CLAIM # _______________________________ 
 
CLAIM MAILING ADDRESS ____________________________________________________ 
 
______________________________________________________________________________ 
 
HEALTH INSURANCE____________________________________ 
 
POLICY NUMBER________________________________________ 
 
 

MOTOR VEHICLE ACCIDENT INFORMATION 
 
MVA CARRIER ________________________________________ 
 
ADJUSTER’S NAME ________________________________________ 
 
ADJUSTER’S NUMBER ______________________________________ 
 
DATE OF INJURY _______________________ 
 
CLAIM # _______________________________ 
 
CLAIM MAILING ADDRESS ____________________________________________________ 
 
______________________________________________________________________________ 
 
 
HEALTH INSURANCE____________________________________ 
 
POLICY NUMBER________________________________________ 
 
 


