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FAX TRANSMITTAL SHEET 
 

(This box is for HR use only) 

To: Telephone: 

At: Fax: 

From: Program: 

Date: Phone: Pages: 1 

 

Authorization for Treatment of Occupational Injury 
  
Authorized by (please print name): _____________________________________________ 
.                (Supervisor)                        
Signature of authorizer: __________________________________ Date: ______________ 
              (Supervisor)                        
Employee Information - Patient name: ________________________________________ 
 
Program: ____________________ Date of birth: ___________ S.S.N.: _______________ 
 
Address: ___________________________  City: __________________ Zip: ___________ 
 
Home phone: ______________ Work phone: _____________  Cell phone: _____________ 
 
Injury Information (Please use first aid if possible) 
 
Date of injury: _______________________________  Time of injury: _________________ 
 
Type of injury: _____________________________________________________________ 
 
Workers’ Compensation Administrator 
 

Sedgwick CMS   •   P. O. Box 14221   •   Lexington, KY    •   40512 
Adjuster: Debrah Ingersoll - (925) 988-1122     

 
The information in this FAX message is intended only for the personal and confidential use of the 
designated recipient named above.  If the reader of this message is not the intended recipient, you 
are hereby notified that you have received this document in error and that any review, 
dissemination, or copying of this message is strictly prohibited.  If you have received this 
communication in error, please notify us immediately by telephone and return the original 
message to us by mail.   

Fresno County 
Economic Opportunities Commission 

1900 Mariposa Mall • Suite 121 • Fresno, CA • 93721-2504  
Phone: (559) 263-1070 
Fax: (559) 263-1072 

 “Helping People, Changing Lives” 
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