REFER A CASE FORM
Want to refer a case to Hanna Brophy? Please, fill out the form below.

CASE TYPE
[bookmark: Dropdown1]

HEARING INFORMATION 
[bookmark: Text1]Type of Hearing      
[bookmark: Text2]Place      
[bookmark: Text3]Date & Time      

CASE INFORMATION
[bookmark: Text4]Employee Name*      
[bookmark: Text40]Date of Birth*      
[bookmark: Text6]Occupation*      
[bookmark: Text7]Policy Period*      
[bookmark: Text8][bookmark: Text41]Date of Injury*       
[bookmark: Text9]Body parts      
[bookmark: Text10]Employee’s Attorney      
[bookmark: Text11]Application filed on      
[bookmark: Text12]Is the case admitted, denied, or on delay?      
File answer*  
[bookmark: Text14]If the case is on delay, when is the decision date?      

FROM
[bookmark: Text39]Your name*      
[bookmark: Text38]Email*      
[bookmark: Text37]Phone*      
[bookmark: Text36]Fax*      
[bookmark: Text35]Company Name*      
[bookmark: Text34]Insurer’s name*      
[bookmark: Text33]Address*      
[bookmark: Text32]City*      
[bookmark: Text31]State*      
[bookmark: Text30]Claim number*      
[bookmark: Text29]Policy number*      

TO
[bookmark: _GoBack][bookmark: Dropdown4]Hanna Brophy Office 
[bookmark: Text17]Hanna Brophy Attorney      

BENEFITS PAID
	[bookmark: Text18]TD      
	[bookmark: Text19]Rate      
	[bookmark: Text20]Period      

	[bookmark: Text21]VR      
	[bookmark: Text22]Rate      
	[bookmark: Text23]Period      

	[bookmark: Text24]PD      
	[bookmark: Text25]Rate      
	[bookmark: Text26]Period      

	[bookmark: Text27]Medical expenses      
	[bookmark: Text28]VR Expenses      



ISSUES
[bookmark: Dropdown2]

DEFENSE DISCOVERY REQUESTED
[bookmark: Dropdown3]Depose Applicant*  
Schedule Medical Exam*  
[bookmark: Text15]Physician      

ADDITIONAL COMMENTS
[bookmark: Text16]     

Make sure you upload this file to our Refer a case page. We’ll contact you shortly.
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