
Green Bay Plastic Surgical Associates 

704 S Webster Ave   Ste 401 

Green Bay WI 54301 

Phone: 920-432-7077 

Fax: 920-436-8251 

Mariann – mbolen@gbpsa.com 

WORK COMP INSURANCE FORM 
(WE MUST HAVE THIS INFORMATION TO BE ABLE TO BILL THE AUTO INSURANCE) 

 

Today’s Date:   ____________________    Chart #: ______________________ 
 

Patient Name: _______________________________________________________________________ 

   (First)    (Middle)     (Last) 
 

Date of Birth: _____________________________    Social Security #: _________________________ 
 

Your email address: __________________________________ 

 

 

Date of your injury: __________________ 
 

Work Comp Insurance Name: __________________________________________ 

      

Mailing address: _______________________________________ 

    

_________________________________________ 

 

Email address for insurance agent: __________________________________________ 

 

Insurance agent name & phone number: ______________________________________________ 

 

Claim number: __________________________________________ 

 

 
Employer Name & Phone Number:______________________________ 

 

Employer Address: _____________________________________ 

 

Employer Contact Person: _____________________________________ 
 

WE WILL ALSO NEED A COPY OF YOUR HEALTH INSURANCE CARD 

 

IF THERE IS A LAWYER INVOLVED, PLEASE PROVIDE US WITH THIS INFORMATION 

 

WITHOUT ALL THIS INFORMATION YOU WILL BE BILLED DIRECTLY 

 

mailto:mbolen@gbpsa.com

