Please Check Physician:

(J Edward A. Lembert, M.D.

Fresno Orthopaedic Associates

[0 Michael R. Oberto, M.D.

Today's Date

Primary Care Physician

Referring Physician

Patient's Last Name First Name Middle Name
Address City State Zip Home Phone
Date of Birth Age Marital Status: Date of Injury

O Male O Female O Single

O Married 0O Other

Description of Injury

Body part to be treated

How Injury Occurred

Were x-rays taken?
OYes ONo

If yes, where were x-rays taken? (Hospital, etc.)

Date x-rays taken

Drug allergies, if any

Employer (Company Name) at time of inju

pioyer‘s Phone er

Address City State Zip
Position (Work description)
Workers Compensation Insurance Carrier Address City Zip

Comp Carrier Phone

Adjuster's Name

Claim Number

Other remarks

Signature

Date



