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AUTHORIZATION FOR MEDICAL TREATMENT 

FOR WORKERS' COMPENSATION 

Drug Screen/Blood Alcohol MUST be Performed for ALL Work Comp Injuries 

Provider: 
--------------------------

CompanyName: _______________________ _ 

EmployeeName: _______________________ _ 

Date oflnjury: ________________________ _ 

Type of Injury; ________________________ _ 

Bill To: Star HR/ Infinity Risk Management 
PO Box4189 

Winter Park FL, 32973 Attn: Claims 

claims@irmngt.com 

Signature of Supervisor: _____________ Date:--------

Star HR 618 E South Street Suite 660 Orlando FL 32801
. 
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