
ER-16 (10-96) NY-WCB

By:

Name:

Tel.#

REHABILITATION BUREAU

REQUEST FOR SERVICES

Social Service

Rehabilitation

Clmt. Name: Date:

Address: WCB Number(s):

Employer:

Soc.  Sec.  No.:

Carrier:  Clmt. Tel.  No.:

Carrier Case # Date of Accident:

SERVICES REQUESTED:


