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Form WCA-601
(Schedule 23)

ATTENDING PHYSICIAN’S SUBSEQUENT REPORT OF TREATMENT

This report must be completed and submitted to the Administration within 15 calendar days after subsequent treatment.

1 Name of injured worker & address 2 Date of injury/iliness 3 Name of employer & address

4 Date of first treatment 5 Date of discharge 6 Who authorized treatment?

7 Nature of treatment 8 Dates of treatment
9 Was worker hospitalized? [ ] Yes [ ] No 10 Were X-rays taken?[ ] Yes [ ] No

(if yes, answer #) (if yes, answer #)

11 Give names of physicians, hospitals and dates of previous treatment(s) provided to this patient for this injury:
1st treatment

2nd treatment

3rd treatment

12 Worker’s account of how injury or illness occurred

13 Findings upon examination (include X-ray & laboratory test results, etc. Note prior injuries and existing conditions.
Additional remarks or recommendations may be written at the back side of this form as necessary).

14 Diagnosis 15 Is diagnosed condition due to the occurrence described in item
#127 (if NO, explain on the back side of this form) [ ]Yes [ ]No

16 Was there an | A Date incapacity began B Date may be able to return to | C Date may be able to return to
incapacity for work? [ ] restricted work duties regular work

Yes [ ] No

17 Will there be permanent disability, or disfigurement? If yes, describe briefly and estimate loss in terms of %
[ 1Yes [ 1No

18 Name of attending physician 19 Address/Hospital name

20 Signature of attending physician 21 Date of this report




