sam RITECARE VIP

HE MEDICAL CENTER

CLIENT INFORMATION

Company Name: Authorized Contact:

Contact Telephone: Address:

Email Address:

WORKERS' COMP INSURANCE

Workers' Comp Insurance: Address:

Phone Number: Contact (if applicable):

BILLING INFORMATION
Billing Address Billing Cycle: O weeky O  Biweekly O  Monthly

(if different):
Invoice: O Yes O No

Does your company require a mandatory drug-screen after any work-related injury? O Yes O No

If so, which one? O  5-Panel QO  10-Panel
O O

Would you like a weekly or monthly status report for active patients? O Yes O No

If so, what is your preferred method of receiving the summary?
O Email O Fax O

Preferred method of receiving confidential patient information results (please circle one):

O Email O Fax O
ADDITIONAL INFORMATION

O 4xw
O

Special Requests:

O
O

O wmNnD' QG O
@) @)

In an on-going effort to make each patient visit convenient with minimal lost time, we kindly ask that you review the above

information and fax/email it back upon your review and approval.



