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REPORT OF SERIOUS INJURY REFERRAL FORM 

Please complete this form for an injured worker that you feel may qualify as 
seriously injured for Second Injury Fund rehabilitation benefits.

Complete to the best of your knowledge.

Injured worker:

Address:

Date of Injury: SSN:

Serious Injury Category (circle at least one):

Quadriplegia;
Paraplegia;
Amputation of hand, arm, foot or leg;
Atrophy due to nerve injuries or non-use;
Back injuries not amenable alone to recognized medical and surgical procedures; 
Crushing injuries; 
Severe burn injuries;
Other injuries in the Division's discretion that may constitute a significant impairment.

Treating Physician:

Address:

Phone #:  Fax #:

Rehab Facility Name:

Address:

Phone #:  Fax #:

Name of Person referring:

Relationship to worker:

Phone #:  Fax #:

Email:

or Mail to: Division of Workers' Compensation Fax to: 573-522-1623           
Attn: BAU - Rehab
P.O. Box 58 
Jefferson City, MO 65101

Phone: 573-522-6960

___________________________________________________________________

________________________________________________________________________

_____________________          _________________________________________

________________________________________________________________

_________________________________________________________________________

____________________________            _______________________________________

_______________________________________________________________

_________________________________________________________________________

____________________________             _______________________________________

___________________________________________________________

_____________________________________________________________

____________________________           _______________________________________

___________________________________________________________________________
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