
 
 

 
 
 

Workers Compensation Registration Form  
 
Today’s Date: ____________________ 
 
 
Last Name: ______________________ First Name: __________________ MI: ______ 
 
Date of Birth: _____/____/_____ Male___ Female ___ SS# ______-______-______ 
 
Marital Status: (Circle One)   Single Married     Divorced    Widowed⁭     Minor⁭ 
 
 
Mailing Address: ____________________________________________________________ 
 
City: ______________________ State: ________________ Zip Code: ______________ 
 
 
 
Primary Contact Phone #: (____) _________- _________  Cell ⁭ Home     Work ⁭   
 
Alternate Phone #:                (____) ________ - _________   Cell ⁭Home     Work ⁭  
 
Emergency Contact: ______________________ Phone: (_____) _________- ________ 
 
 
 
 
Interpreters Name:    __________________________ 
 
Company Name:  __________________________ 
   
Phone number: (_____) ____________________ 
      
 


