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FREEMAN ADMINISTRATIVE SOLUTIONS, INC. (FAS) 
 

Claims Kit  
 
Includes: 
Accident Reporting Procedures  
 

FORMS: 
EMPLOYEE STATEMENT OF INJURY  
SUPERVISORÕS INFORMATION FORM 
WITNESS INFORMATION FORM 
MEDICAL TREATMENT AUTHORIZATION  
PHYSICIANS REPORT 
MEDICAL AUTHORIZATION 
 

REVIEW FOR COMPLETENESS 
 

FAX OR EMAIL REPORT NOTICES TO: 
 

FAS  
 

FAX: (972) 930-9479 
Or 

CLAIMS@FASTPA.COM 
 
QUESTIONS: 
 
 Should you have any questi ons regarding any of these forms,  please contact our offi ce at  
            (866) 930-9493 between  8:00 a.m. and 5:00 p.m., Monday through Friday. 
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EMPLOYEE STATEMENT OF INJURY 

THIS REPORT IS TO BE COMPLETED IN ITS ENTIRETY BY THE EMPLOYEE 
Fax or Email this completed form to FAS  (972) 930-9479 or CLAIMS@FASTPA.COM 

   
 EMPLOYER INFORMATION: 
 
 NAME                
 

 ADDRESS                      _______City              ________State TX     Zip_    
 
 PHONE   _   ________FAX_    Policy#_     
  
 

EMPLOYEE INFORMATION: 
NAME D.O.B. SOCIAL SECURITY NO.  

GENDER       MALE       FEMALE      PREFERRED LANGUAGE   ENGLISH    SPANISH  

HOME ADDRESS     CITY   STATE     ZIP  PHONE    

ADDRESS WHERE YOU WERE INJURED      YOUR JOB        

DATE OF    TIME OF                DAY OF  TIME WORKSHIFT 

INCIDENT / / INCIDENT A.M.         P.M. WEEK   STARTED         A.M.           P.M.  

DATE INJURY REPORTED TO MANAGER   TIME REPORTED                A.M.            P.M. 

EXACT AREA WHERE INJURED ________________________________________________________________________________ _____  

DESCRIBE EQUIPMENT INVOLVED (IF ANY) ____________________________________________________________________ ____          

                

DESCRIBE WHAT YOU WERE DOING AT TIME OF INCIDENT          

                

DESCRIBE FULLY HOW THE INCIDENT OCCURRED           

                

                

WAS A SAFETY DEVICE APPLICABLE?          YES       NO          WAS IT USED?      YES       NO  

             
 

DESCRIBE NATURE OF INJURY ______________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________ 

BODY PART(S) INVOLVED              

HAVE YOU HAD A SAME OR SIMILAR INJURY BEFORE?       YES        NO   IF YES, GIVE DETAILS      

             

WITNESSES -    
NAME         PHONE       

Fellow Employee?       Yes      NO       

NAME         PHONE       

Fellow Employee?       Yes      NO       
 
I,      (Employee), the undersigned herewith CERTIFY that the foregoing statements and answers on this form are 
complete and true, and that no information has been omitted, and that I made such statements and answers of my own free will.  I understand that my 
Employer does not carry Workers’ Compensation insurance, and furthermore, that any payments to me or anyone else for expenses in connection with this 
incident and resulting in injury is not an admission of liability on the part of my Employer. 

I authorize direct payment to medical providers and others rendering services in connection with this claim. 

 

Employee Signature  ___________________________________ _ Witness __________________________________ Date ___________________ 

Translated by (if applicable) _________________________________________________________________________ Date ___________________ 

 

Any person who knowingly and/or with intent to injure, defraud, or deceive an insurance company or other person files a 
statement of claim containing false, incomplete or misleading information, may be guilty of insurance fraud and subject to 
criminal and substantial civil penalties.  
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WITNESS INFORMATION FORM 

 
Fax or Email this completed form to FAS  (972) 930-9479 or CLAIMS@FASTPA.COM 

 
 

 
EMPLOYER  NAME:                
 
 

INJURED EMPLOYEE:               
 
DATE OF INCIDENT:    TIME OF INCIDENT:    AM   PM  
 
 

 
NAME OF WITNESS     _______   HOME PHONE       
 
HOME ADDRESS    __________  CITY   ____  STATE  __  ZIP   
 
EMPLOYEE?  YES    NO    TITLE              DEPT.     WORK PHONE   _______ 
 
 
NAME OF WITNESS     _______   HOME PHONE       
 
HOME ADDRESS    __________  CITY   ____  STATE  __  ZIP   
 
EMPLOYEE?  YES    NO    TITLE              DEPT.     WORK PHONE   _______ 
 
 
NAME OF WITNESS     _______   HOME PHONE       
 
HOME ADDRESS    __________  CITY   ____  STATE  __  ZIP   
 
EMPLOYEE?  YES    NO    TITLE              DEPT.     WORK PHONE   _______ 
 
 
NAME OF WITNESS     _______   HOME PHONE       
 
HOME ADDRESS    __________  CITY   ____  STATE  __  ZIP   
 
EMPLOYEE?  YES    NO    TITLE              DEPT.     WORK PHONE   _______ 
 
 
SUPERVISOR/MANAGER COMPLETING REPORT 
 
         
    Supervisor / Manager                Name Printed                
 
         
    Supervisor / Manager                Signature 
                
                                                                         
   _____________       
    Date:  
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                                     SUPERVISORS INFORMATION FORM 

                                   Fax or Email to:  FAS  (972) 930-9479 or CLAIMS@FASTPA.COM 
                                                 P O BOX 2309, Addison, TX 75001-2309 

   

  
  EMPLOYER NAME:              
 
  INJURED EMPLOYEE:             
 
  DATE OF INCIDENT:  _________________________    SCHEDULED HOURS/DAY: _______________________ 
 
  HOURLY RATE: $__________  SCHEDULED DAYS/WEEK:  S  M  T  W  T  F  S        TIME LOST? YES    NO     
 
  DATE RETURNED TO WORK:  ___________________   FULL DUTY? YES    NO     

 

 

 
 
NAME OF INJURED EMPLOYEEÕS SUPERVISOR WHEN INJURY OCCURRED:          
 
Phone :          
 
 
 
 
SIGNATURE OF SUPERVISOR/MANAGER COMPLETING REPORT 
 

  _     
Supervisor/Manager Name - Printed                                                           Phone:                                            
  
X                    _______  _ 
Supervisor/Manager Signature                                      Date 
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MEDICAL TREATMENT AUTHORIZATION 
Send copy to Healthcare Provi der along wi th Physicians Repor t.  Retain original for file. 
Fax this completed for m to FAS - FAX (972) 930-9479 OR Emai l to CLAIMS@FASTPA.COM 

 

EMPLOYER INFORMATION: 
 
 NAME               
 

 ADDRESS                      _______City              ________State TX     Zip_   
 
 PHONE   _   ________FAX_    Policy#_    
 

 
                               _________   _____ 
  (Name of Employee)                       (Social Security Number) 
 
To: Approved Provider 

 

The above referenced employee has reported sustaining an occupational injury/il lness related to his or 
her employment.  You are authorized to provide medically necessary treatment and/or prescription 
services for conditions related to the reported injury/il lness. 
 
 

Drug/Alcohol Screen Requi red     Yes     No 
 
If this box is signed and dated, the employee is required to submit to a drug/alcohol screen which is only 
for the initial examination and emergency treatment of the injury noted below.  Please conduct a 
drug/alcohol screen for your panel of controlled substances and alcohol, in addition to treating the 
occupational injury/i l lness.  The results of the drug/alcohol screen must be reported only to the Employer. 
 

              ___ 
 (Authorized Supervisor or Manager)      Date 
 

 
Type of Injury ____________________________________________________________________ 

 

The attached Physician’s Report of Employee injury (“Report”) must be completed by the treating 
physician.  Please provide the employee with a  copy of this Report and attach a copy to your bil l ing 
document. 

 

Your charges for medically necessary services wil l be paid directly by the Employer.  To facil itate prompt 
payment, submit your bil l ing document and a copy of the Report (physicians only) to: 
     

FAS  
     P O BOX 2309 
     Addison, Texas 75001 
 
Treatment and bil l ing inquiries should be directed to FAS, Inc.  at (866) 930-9493. For authorization to 
release medical records and other information relating to the above employee’s occupational 
injury/il lness, refer to Medical Records Release Authorization. 
 
  _ 
Supervisor/Manager Name - Printed  
                    
X     _____ 
Supervisor/Manager Signature                    Date 
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 HIPAA COMPLIANT  
MEDICAL RECORDS RELEASE AUTHORIZATION 

 

Fax this completed form to FAS -  FAX (972) 930-9479  
or  Email to: CLAIMS@FASTPA.COM 

 
EMPLOYER INFORMATION: 
 
 NAME               
 

 ADDRESS                      _______City              ________State TX     Zip_   
 
 PHONE   _   ________FAX_    Policy#_    
 

 
I hereby authorize ______________________________[name of physician, hospital or health care provider] to 
furnish to Freeman Administr ati ve Soluti ons, Inc., its employees, agents, and authorized representati ves 
(hereafter indivi dually and collecti vely refer red to as ÒFASÓ), any and all of my medical  records and 
related informati on pertaining to my care and treatment as the result of my injury, illness, and/or claim 
for benefi ts.  The medical records and related information incl udes, but is not limi ted to, medical  
histories,  reports,  charts,  notes, letter s, x-rays , fi lms,  MRIs, CT scans and reports,  itemized bills wi th 
treatment codes, insurance and cl aim records, correspondence, payments, consultati ons, exami nations, 
prescr ipti ons, diagnoses, test s, and treatments. 
 
I understand that this information is being obtained to assist in the evaluation of my claim for benefits. 
 
I understand that this information may be used to adjust, describe, or report matters about my care and treatment to 
persons entitled to receive this information. 
 
I understand that I may revoke this authorization at any time by sending written notice to FAS except to the extent 
that FAS and __________________________________[name of physi ci an, hospital or health care provi der] 
have taken action in reliance on this authorization. 
 
I understand that information used or disclosed pursuant to this authorization may be subject to further disclosure and 
no longer protected by the federal health information privacy regulations.  However, FAS will take precautions to 
maintain the confidentiality of the information disclosed pursuant to this authorization.  I hereby release FAS from any 
liability or loss due to the release of any such information. 
 
Nothing contained herein shall affect the treatment, payment, enrollment, or eligibility for benefits in accordance with 
all applicable laws. 
 
I have had the opportunity to read and consider the contents of this authorization.  I confirm that the contents are 
consistent with my direction.  A photocopy of this authorization shall have the same validity as the original. 
 
              
Signed           Date 
 
Name         SSN#       
 
Address        Telephone       
  
          ______________________________________ 
Representative (if applicable)                                                 Relationship or Authority of Representative 
 

 


