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EMPLOYER'S AUTHORIZATION FOR WALK-IN EXAMINATION OR TREATMENT
(MUST PRESENT PHOTO D AT TIME OF SERVICE)

COMPANY NAME: __ CITY OF SPRINGFIELD DATE OF BIRTH:
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SUPERVISOR:

IN ORDER TO SEE YOUR INJURED

EMPLOYEE IN A TIMELY MANNER PLEASE

SEND THIS FORM WITH THE

EMPLOYEE OR YOU MAY FAXIT

AHEAD OF TIME TO 413-746-3230.

IF AN EMPLOYEE DOES NOT PRESENT

WITH THIS FORM TIME WILL BE SPENT

TRYING TO VERIFTY EMPLOYMENT.
FREERNO PHONE CALL TO CONENTRA IS

NECESSARY IF THIS FORM
IS SENT IN.
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