
WORKERS COMPENSATION REFERRAL FORM

Sports Medicine

Dr. Jaskwhich

Dr. Schaaf

Dr. Johannesmeyer

Hand

Dr. Santiago

Dr. Owings

Hip & Knee

Dr. Zimlich

Dr. Huang

Spine

Dr. Stovall

Dr. Battista

Dr. D'Agostino

Pain Management

Dr. Patel

Dr. Merrell

Patient's Name  RX Date  

Patient's DOB  SS#  

Address  City  State  Zip  

Phone  Email  

Injury Site or Symptom  Date of Injury / Onset of Symptom  

MRI/X-RAY: Yes No /  If Yes, Date of Procedure  Translator Needed Yes No

MVA Related: Yes No /  If Yes, Attorney's Office  

Workers' Compensation: Carrier Information

Claim#  Carrier  Adjuster  

Email  Phone  Fax  

Employer  Contact  Phone  

*** Please fax all notes related to this injury including MRI and X-ray reports ***

Physician Signature Date Name Printed NPI

Office Contact  Email  

Phone  Fax  

*** Physician Notes / Special Instructions:

P.  843-797-5050    •   F.  843-793-5442   •   www.LowcountryOrtho.com
2880 Tricom St./ N.Charleston, SC 29406  •  93B Springview Lane/ Summerville, SC 29485  •  130 East Third North St./ Summerville, SC 29483

1951 Clements Ferry Rd./ Daniel Island, SC 29492  •  9565 Hwy 78, Bldg 100/ Ladson, SC 29456
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