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ROCKET DOCKET ASSIGNMENT REQUEST 

 

C7 File Date:____________        WCB File Date:_____________      Date Due:___________     WCB Index #: ____________________ 

COMPANY:________________________  TEL: ______________________    FAX:_______________________ 

ADDRESS:_____________________________________ 

______________________________________________ 

______________________________________________         DATE OF REQUEST:_____________________________ 

ADJUSTER: _____________________________  E‐MAIL:________________________________ 

CLAIM #:__________________________________  # WCB: _____________________  DATE OF ACCIDENT:_____________ 

 

CLAIMANT (FIRST)______________________  (MIDDLE) ____________________    (LAST) _______________________________ 

ADDRESS:_______________________________________________ 

________________________________________________________ 

_________________________________________________________ 

TEL: ____________________________    OCCUPATION: _____________________  INJURY: ______________________________ 

DESCRIPTION: ____________________________        SEX: M / F       HT. ______ / WT. _____   SSN# ______________________ 

DOB __________________  HAIR COLOR _________________  EYE COLOR__________  ETHNICITY: _________________ 

OTHER DISTINGUISHING FEATURES: ______________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

CLAIMANT ATTORNEY: ________________________________________________  TEL: _________________________________ 

INSURED: _______________________________________  CONTACT: ________________________________________________ 

ADDRESS:__________________________________________   TEL: ___________________________________________ 

__________________________________________________ 

__________________________________________________ 

BROKER: __________________________________________    TEL: ___________________________________________ 

ACCIDENT LOCATION / DESCRIPTION (IF AUTO, PLEASE PROVIDE VEHICLE(S) AND DRIVER(S) INFORMATION): ___________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

ASSIGNMENT INSTRUCTIONS: 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 
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