
 
 

 
WORKERS COMPENSATION INFORMATION 

 

PATIENT’S NAME:____________________________________________ 

ADDRESS:__________________________________________________ 

PHONE:________________________ EMAIL:______________________ 

 

INSURANCE COMPANY:_______________________________________ 

ADDRESS:__________________________________________________ 

PHONE:________________________ FAX:________________________ 

CASE MANAGER:____________________________________________ 

CLAIM NUMBER:_____________________________________________ 

 

EMPLOYER:_________________________________________________ 

CONTACT PERSON:__________________________________________ 

ADDRESS:__________________________________________________ 

PHONE:________________________ FAX:________________________ 

 

Phone 02 5056 1166 
Fax 02 6526 2154 

email:  admin@hospitalstreetdoctors.com.au 
www.hospitalstreetdoctors.com.au 

62 Vermont Street 
Wodonga Vic 3690 
ABN 65115744019 

 


