
Robert H. Vu, M.D., M.S. 
Medical Director 

Employer/ Business Name: _________________________________________________ 

Address: ________________________________________________________________

City: ______________________________ State: _______ Zip: ___________________ 

Main Phone: ________________________ Main Fax: ___________________________

Primary Contact: _____________________ Phone: _____________________________ 

Email: _____________________________ Fax: _______________________________ 

Secondary Contact: __________________________ Phone: ______________________ 

Guarantor Information 

W/C Insurance: _____________________________ Policy No. ____________________ 

Address: ________________________________________________________________ 

City: _______________________________ State: ________ Zip: __________________ 

Phone: _______________________________ Fax: _________________________

Work Status Information In modified work available?

□ Call □ Yes

□ Fax □ No

□ Email □ Case-By-Case

□ 18800 Delaware Street, Suite 101 ∙ Huntington Beach, CA 92648 ∙ (714) 475-1100 ∙ info@promptcareoccmed.com

Work Injury Intake Form
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