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Assignment Sheet
Phone:  (800) 635-4270      E-mail:  melgar@iinet.com    Fax:  (949) 553-9199
AOE/COE: ____   Subrosa: ___  # OF DAYS ___       Act. Check: ___   Other: ___________
Contact Person/Return to Work Coordinator for Statements:
Name:_________________________
Phone:_________________________





New Assignment: Y __   N __                Re-Assignment:  Y  __   N __

Send Video with Report?: Y __      N __

          If Yes, format:  DVD: __    VHS: __        # OF COPIES: ______

E-mail Report?:  Y __       N __                        if yes, mail hardcopy?:  Y __      N __

Adjuster: __________________________



BILL TO:  _____________________________
Phone #:____________________ ​        


                 _____________________________
 
E-Mail ______________________

                               _____________________________            
Assistant:__________________________


      ATTN: _____________________________           
Phone #: ​____________________        


      CC:      _____________________________
       

E-Mail ______________________

Insured: ____________________________
Claim #: ____________________________
Claimant: ___________________________                






Address:  ____________________________

 

  ____________________________





Phone #:  ____________________________
Physical Description: _________________________________________________________________________
 __________________________________________________________________________________________

Vehicles: ___________________________________________________________________________________
CDL: ______________________________________________________________________________________
INDEX INFORMATION:

DOB: _____________________________

             Date Of Injury:  ______________________________
SSN:  _____________________________

Date Last Worked: ___________________________ 

DOH: _____________________________

Nature of Injury: _____________________________ 

Occupation: ________________________

Rate of Pay:  ________________________________                              

Full Time __ # of hrs ___        Part Time __  # of hrs ___
Work Location/Address: _______________________________________
                                    _______________________________________
Claimant Represented:  Y  FORMCHECKBOX 
     N  FORMCHECKBOX 
                   If Yes: Name: __________________________






        Phone: _______________________                                                                           

SPECIAL INSTRUCTIONS: ______________________________________________________________________________________________________________________________________________________________________
P.O. Box 14565,  Irvine, Ca  92623-4565

Lic.# PI 13109/19767
