Attention Supervisor:  This form must be completed and given to the medical provider. 

WORKERS’ COMPENSATION FORM

Authorization to seek treatment does not guarantee payment or that the claim will be accepted as compensable.
	Employee:
	     
	
	Date of Injury:
	     


	Type of Injury:
	     


	Employer:
	     


Workers’ Compensation Carrier:   Ariel Third Party Administrators, Inc.
Please send medical bills and doctor’s notes to:



Ariel Third Party Administrators, Inc.


Post Office Box 212159



Columbia, South Carolina   29221
Is a drug screen required?   FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No     If  Yes, What type?   FORMCHECKBOX 
 CDL or  FORMCHECKBOX 
 Non-CDL

Within 24 hours

Is alcohol screening required? (If CDL)     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

Within 2 hours

Has employer filled out First Report of Injury?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  
This certifies that the above information is correct. I authorize the medical provider to provide medical treatment to the employee named above, pending workers compensation insurance approval.
Did supervisor accompany employee to the medical facility?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

(Failure to check will indicate a "no" response)

Signature:_______________________________________________________________

(Must be completed by the supervisor – not the employee)
	Please Print Name:
	     


	Position/Title:
	     
	
	Date:
	     



NOTE: SUPERVISOR SHOULD RETURN COPY OF THIS FORM TO RISK MANAGEMENT WITH FIRST REPORT OF INJURY AND S&E INCIDENT FORM WITHIN 24 HOURS OF INJURY OR NEXT BUSINESS DAY.
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