
 
 

Please Fax Back to Silva and Associates at: 714-505-0462 

Silva & Associates 
Investigative Services 

635 E. First Street, Suite 204 Tustin, 
CA 92780 
Office 714-505-0463  
Fax 714-505-0462 
www.silvainvestigations.com 

WCAB NO:                                                                                                                                                DATE:                                         
WORKERS’ COMPENSATION ASSIGNMENT FORM 

  Surveillance___________Day(s)                                       Records Research                                    Rehab Conference 

    AOE/COE                                                                              Background Check(s)                             Well-Living Check 

  Statement(s)                                                                   Wrongful Termination                             Serious and Willful  

   Activity Check                                                                     132A/Discrimination                                Fraud Investigation 
   Subrogation                                                                         Hearing Appearances                              Locates  

 

ASSIGNED BY: DUE DATE: 

COMPANY: PHONE: 

ADDRESS: 

CLAIM NUMBER: DATE OF INJURY: 
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DEFENSE ATTORNEY: ATTORNEY PHONE NUMBER: 

 

COMPANY NAME: CONTACT NAME: 

STREET TELEPHONE: 
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CITY STATE ZIP 

 

NAME: PHONE NUMBER: 

SOCIAL SECURITY NUMBER: DATE OF BIRTH: 

ADDRESS: 

TYPE OF INJURY/RESTRICTIONS: 

PHYSICAL DESCRIPTION (IF APPLICABLE; HT,WT,EYES,HAIR,BUILD): CL
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APPLICANT ATTORNEY: ATTORNEY PHONE NUMBER: 
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