LAW OFFICES OF

GRAY &
PROUTY

A PROFESSIONAL CORPORATION

YOUR COMPANY NAME:

LEGAL TRANSMITTAL SHEET

ADDRESS: ISSUES
[ | bweA
CITY: STATE: ZIP: [ ] L.C. 5402
[ | Q.M.E. NEEDED
NAME OF ADJUSTER: | | ALM.E. NEEDED
[ ] COVERAGE
NAME OF INJURED WORKER: || INJURY AGE-COE
| | EMPLOYMENT
_ _ [ ] OCCUPATION
SOCIAL SECURITY #: ; PARTS OF BODY
| | MEDICAL-LEGAL
NAME OF EMPLOYER [ ] EARNINGS
[ | MEDICAL-TREATMENT
ADDRESS: || L.C. 4650 D
|| DEATH BENEFITS
CITY: STATE: ZIP: || STATUTE OF LIMITATIONS
|| REHABILITATION
_ . |__| SELF PROCURED MEDICAL
POLICY #: PERIOD: | JURISDICTION
| | OTHER
CLAIM #: EARNINGS:
T.T.D. PAID: RATE: PERIOD: ADVANCES:
MEDICAL PAID: DATE OF LOSS:
CASE # (WCAB): DATE DWC-1 REC'D: 5402 DATE: (90 DAYS)

MEDICAL-LEGAL:

EMPLOYMENT PERIOD:

WAGE STATEMENT:

Attached Y:O N:O

OCCUPATION (AS LISTED):

AGE:

HEARING DATE:

MSC DATE:

ARBITRATION DATE:

COMMENTS:

SIGNATURE:

DATE:

PLEASE SIGN, PRINT AND FAX THIS FORM TO THE APPROPRIATE LAW OFFICE OF GRAY & PROUTY BELOW

Fresno, California 93710
(559) 243-4390 FAX (559) 243-4399

Los Angeles, California 90048
(323) 525-3170 FAX (323) 525-3180

Montecito, California 93108
805) 565-2050 FAX (805) 565-2069

Orange, California 92866
(714) 558-3751 FAX (714) 973-4736

Pomona, California 91766
(909) 623-9966 FAX (909) 623-9936

Redding, California 96001
(530) 246-9061 FAX (530) 246-0781

Riverside, California 92506
(951) 276-8750 FAX (951) 276-0392

Sacramento, California 95834
(916) 419-6662 FAX (916) 419-6663

Salinas, California 93906
(831) 444-7736 FAX (831) 444-7746

San Diego, California 92103
(619) 718-9790 FAX (619) 718-9797

San Diego, California 92108
(619) 521-2660 FAX (619) 521-2655

San Luis Obispo, California 93401
(805) 786-4050 FAX (805) 786-0131

South San Francisco,California 94080
(650) 246-1440 FAX (650) 246-1441
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	Name of Employer: 
	Address emp: 
	City: 
	State: 
	Zip: 
	Employment Period: 
	Comments: 
	Arb Date: 
	MSC Date: 
	Hearing Date: 
	occupation: 
	Age: 
	Medical Legal: 
	5402 Date: 
	Date DWC: 
	Case #: 
	Date of Loss: 
	Medical Paid: 
	TTD Paid: 
	Rate: 
	Advances: 
	Earnings: 
	Claim #: 
	Policy #: 
	Period: 
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