
INJURED STUDENT
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Attending Physician’s Statement

Attending Physician’s Statement - rev. 8/04 Risk Management, UC Santa Barbara
Proof of Loss Off-Campus/Medical Reimbursement for Accident or Sickness http://www.riskmanagement.ucsb.edu

The UC Group Leader must provide the Attending Physician’s Statement to the treating doctor to report treatment provided to and costs incurred as the result
of any injury or illness contracted by an eligible UCSB student while involved in a covered activity.  Submit completed form to UCSB Risk Management.

University of California, Santa Barbara

REPORT BY

 Proof of Loss Off-Campus/Medical Reimbursement for Accident or Sickness

Name of Injured Student: _______________________________________________________________ Gender: ❏ Male ❏ Female

Address: _______________________________________________________________________________ Birthdate: ________________

Work Ph: ____________________ Home Ph: ____________________ Email: ________________________________________________

When, where & how do you understand accident/illness occurred?

INJURY/ILLNESS

Report by: ________________________________________________________ Title: __________________________________________

Signature: _____________________________________________________________ Ph: ___________________  Date: ____________

TREATING PHYSICIAN

Name of Treating Physican: ______________________________________________________________ Date of Report:________________

Name of Company or Hospital: ________________________________________________________________________________________

Address: _________________________________________________________________________________________________________

Work Ph: ____________________ Home Ph: ______________________ Email: ______________________________________________

Nature and extent of injuries (state objective findings and describe complications, if any):

Diagnosis:

Date of accident: _________________ When did patient first consult you? __________________ Date first treated: ______________________

What operation or operative procedure was performed (if any)?

Total amount of your fee for services rendered (please attached itemized billing): _____________________________________________________

http://www.riskmanagement.ucsb.edu
http://www.riskmanagement.ucsb.edu/field.htm
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