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AUTHORIZATION  TO  TREAT  FORM

Employer:  Technical Drilling Services
Instructions: 

1. Assist the employee in choosing an appropriate physician.

2. Complete this form 

3. Send a copy of this form with employee for their initial appointment.

4. Fax a copy to:  CompCHOICE - (405) 841-9344
Employee:  ______________________________________  SSN:___________________   Employee Telephone:  _______-______-_______

                                       (First, MI, Last)

DOB: ___________________________    Job Title: __________________________________________  Hire Date: ___________________
Home Address: ______________________________________  City: _____________________  State: ______  Zip Code: ______________
Date of Injury:  _______________
 Form completed by:____________________________________________________________________









(Name)


(Title)


 (Date) 

Employer:___________________________________    Location:  __________________   Employer Telephone:  _______-______-_______

Employee’s physical complaints/body part:_______________________________________________________________________________
Description of the Incident:____________________________________________________________________________________________

Name of supervisor accident reported to:_______________________________________________     Telephone: _______-_______-_______







 (If different than listed above)

__________________________________________________________________________________________________________________

Employee Instructions:

IF AN EMERGENCY SITUATION EXISTS (LIFE- OR LIMB-THREATENING INJURY), PROCEED TO THE NEAREST HOSPITAL EMERGENCY ROOM FOR MEDICAL TREATMENT.  NO AUTHORIZATION IS REQUIRED.

If you have any questions, please call the Notice of Injury Center at (405) 858-1908 (local) or 800-822-1852 (all others) or ask your employer for assistance in choosing a network physician. You will need to take this completed form to one of the CompCHOICE network physician(s) for appropriate medical attention or as otherwise coordinated by the NOI Center, if needed. 

CONSENT AND RELEASE OF MEDICAL INFORMATION
          I, (Employee name)___________________________________________________________, hereby authorize the release of medical information including diagnosis, treatment and general health to CompCHOICE.  I understand that the information authorized for release may indicate the presence of a communicable or venereal disease that may include, but is not limited to, diseases such as Hepatitis, Syphilis, Gonorrhea, and the Human Immunodeficiency Virus, also known as Acquired Immune Deficiency Syndrome (AIDS).*
I HEREBY STATE I HAVE READ AND FULLY UNDERSTAND THIS CONSENT AND RELEASE.

Signed: ____________________________________  Date: ___________  Witness: ____________________________________



(Employee)


         (Of Signature) 

Please see opposite side for Treating Physician & Clinic Treatment Instructions.

*Mandatory disclosure required by 63 O.S. §1-502.2, of  the Oklahoma Health Code
Treating Physician/Hospital Instructions:

Please fax completed form to:  CompCHOICE (405) 841-9344
Employer authorizes physician/hospital listed below to provide reasonable and necessary treatment for condition(s) related to the reported work related injury/illness.  For authorization of further treatment, please call  ____________________________.

Employer makes every attempt to provide transitional duty for injured employees and will abide by your assigned work restrictions.  If you determine the patient is unable to return to full duty or the assignment of physical restrictions is inappropriate, please call CompCHOICE immediately at (405) 858-1908. 

Charges for reasonable and customary services related to the work related injury/illness will be paid promptly upon submitting billings and a copy of this form to CompCHOICE, P.O. Box 238800, Oklahoma City, OK  73123

Physician/Hospital Name _______________________________________________

Phone No.:_______________________________

This employee is a participant of CompCHOICE and has sustained an injury that requires medical attention.  Please perform the following:
If you are not a CompCHOICE Network Provider, please call (405) 858-1908 (local) or 1-800-822-1852 before non-emergency care is provided.

1.
Copy this form and make it a permanent part of patient’s file.

2. Payment for this patient’s care is not guaranteed unless the patient arrives with a completed Authorization to Treat Form or the office visit has been scheduled by Employer or CompCHOICE.  Authority to treat may be obtained by calling CompCHOICE at (405) 858-1908 or 1-800-822-1852.

3. Complete the Medical Treatment Report (MTR)

4. Fax or mail completed CompCHOICE Forms within 48 hours to:

CompCHOICE

P.O. Box 238800

Oklahoma City, OK  73123

Telephone:  (405) 858-1908 (local) or 1-800-822-1852

Fax:  (405) 841-3781
5. Please forward your billing statement for services rendered to the above address.

Call CompCHOICE regarding authorization for the following procedures:

· Hospitalization

· Diagnostic tests (i.e., MRI, CT, Nerve Conduction Studies, Bone Scan)

· Surgery - inpatient or outpatient

· Referral becomes necessary

 Thank you for your assistance.

CompCHOICE ( P. O. Box 238800 ( Oklahoma City, OK  73123

3/30/05
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