
Please circle where the employee was injured on the diagram below.

EMPLOYER  ADVANTAGE 

We truly value the health of your employees

Work Related Illness Bill Employer *

Date of Injury: ____/____/____ 

Employee's job description:     on file      attached
Our Occupational Medicine services are located in our 

Claremont Chino Hills Crossroads  Urgent Care  
locations. Look for the Urgent Care entrance.

AFTER HOURS INJURIES
When our offices are closed, please direct all injured employees to 
the Pomona Valley Hospital Medical Center located at 1798 N.
Garey Avenue Pomona Give your employee a completed 

Pomona Valley Health Center authorization slip to initiate 
treatment.
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Patient Name:  _____________________________________

Date of Birth:  _____________________________________

Employer:  _____________________________________

Billing Address:  _____________________________________ 

City/State/Zip:  _____________________________________

Phone:  _____________________________________ 

Authorized by:  _____________________________________

Title:  _____________________________________ 

Signature:  _____________________________________

Date:  _____________________________________

Post Accident Drug Screen

Regulated Breath Alcohol

Instant/Rapid Test

Yes No

Non-Regulated

Is employee a temp or leased?

Leasing company name & phone: 

__________________________________________________

Additional Comments:

__________________________________________________ 

PVHC Phone Authorization by:

__________________________________________________ 

Date & Time: ____/____/____           ____:____

For billing inquiries call: (909) 630-7880

* Physical Exams, Drug Screens on other side of form

PVHC Associate

         Work Related Injury  Bill W/C Carrier 

10 27 20

Injury Treatment Information
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