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State of New York - Workers' Compensation Board
Medical Treatment Guidelines Carrier Registration
THIS FORM IS SUBMITTED ELECTRONICALLY.  DO NOT MAIL TO THE BOARD
* Required Fields
* Registration is for: 
Employee's Gender
Designated Administrator - (Person responsible for keeping contact information up-to-date.)
)
Administrator's Mailing Address
Designated Contact
)
)
If designated contact is for a specific District/Region/Unit, please identify.
* Contact is for: 
8.2.1.3158.1.475346.466429
	systemNum: 
	Carrier: 
	InsGrop: 
	carrierGrpName: 
	adminFirstName: 
	adminLastName: 
	adminAreaCode: 
	adminPhoneNum: 
	adminPhoneExt: 
	adminEmail: 
	adminAddr1: 
	adminAddr2: 
	adminCity: 
	adminState: 
	adminZip: 
	adminCountry: 
	carrierName: 
	carrierCodeNumber: 
	adminIsCon: 
	conFirstName: 
	conLastName: 
	conPhoneAreaCode: 
	conPhoneNum: 
	conPhoneExt: 
	conFaxAreaCode: 
	conFaxNum: 
	email: 
	unit: 
	varianceList: 
	optPriorApprvList: 
	preAuthList: 
	Remove: 
	btn_addContact: 
	btn_addCarrier: 
	btn_RemoveCarrier: 
	validate: 
	Submit: 



