
VERIFICATION OF INJURY 
 
Name of Patient:          
 
Date of Injury:            
 
Medical Facility Name and Address:         
             
             
 
Please provide the following information: 
 
1. DIAGNOSIS OF INJURED:         
 
2. DATES OF TREATMENT:  FROM:     THROUGH:    
 
3. CAUSE OF INJURY:___________________________________________ 
 
4. TREATMENT:________________________________________________ 
 ___________________________________________________________ 
 
 
 

This the _______ day of ________________, 2021. 
 
 
         
SIGNATURE OF MEDICAL PROVIDER 
TITLE:       


