
5. Injured worker name

Street address or P.O. box  City State ZIP code

Telephone number
(               )

Date of birth

Injured Worker Travel Card  
Authorization Log 

1. Requestor name (CSS/DMC/Cat Nurse) 2. Service office 3. Date requested 4. Claim number

BWC-0059 (5/04/2010)
A-53

Instructions – Internal use only
•  CSS/DMC/CAT nurse must verify the following prior to authorizing the pre-payment of 

injured worker travel expenses:
  Treatment has been approved;
  Treatment or service not available locally;
  Travel is in compliance with BWC/Rehab travel guidelines;
  Injured worker needs assistance to pay for travel.
• Management must approve the A-53 prior to the PPT unit.

(last, first)

Date
From/To

Travel destination
(city and state)

From

To

Travel vendor
confirmation #

Procedure
code

Travel
cost

Lodging vendor
confirmation #

Procedure
code

Lodging
cost

Total
amount

9. 10. 11. 12. 13. 14. 15. 16. 17. Check 
only if 

charged to
surplus fund

18.

W0508 BWC
W0603 Rehab  

W0508 BWC
W0603 Rehab   

W0509 BWC
W0604 Rehab  

W0509 BWC
W0604 Rehab  

From

To

For cancellation only (If no fee charged, enter N/A for not applicable) 25.

19. Management signature 20. Date approved 21. Cardholder name 24. Date confirmed

Pay to: J P Morgan Chase – provider number: 134994650-00

Date arrangements 
canceled 

For benefits payable only 
Date received Date reviewed Date to MB&A Date cancelled InitialsSignature

Initials Fee for cancellation of 
transportation  

▲

$
Procedure
code

Fee for cancellation of 
lodging ▲

$
Procedure
code

• After the CSS/DMC/CAT nurse and the management have completed the required informa-
tion, fax the A-53 to 614-621-9434; Attention: Pre-Pay Travel Authorization.

• Customer service office should image the A-53 prior to sending to PPT.
•    PPT will fax the completed A-53 to the customer service office fax queue for imaging.
• CSS/DMC/CAT nurse must complete fields: 1 through 10; 12, 15 and 18. 
• Management (i.e.,team leader, supervisor, SOM) must complete fields 19 and 20.
• Pre-pay travel cardholder must complete fields 13, 14, 16, 17 and 21 through 25. 

6. Room accommodations (i.e. non-smoking, single/double, handicap, etc.) 7. Special needs (wheelchair, lift, etc.)

8. Appointment date and time Name and address of facility or physician Phone number

22. ID number 23. Cardholder signature

Mode of travel
Air       Train       Bus



A-53 Travel Accommodations

Instructions: Per the injured worker’s request, please check all that apply, and send with the completed A-53 to:  
PPT Unit; Fax: 614-621-9434.

Injured worker name  Claim number

Mode of Travel
  Air  
  Bus  
  Train    

Hotel/room accommodations:
Single      Double      King        Smoking       Non-Smoking  
Handicap needs   Yes    No What are they?  

Multiple days stay  Yes    No How many days are needed?

Companion: (complete only if companion travel has been pre-authorized) Companion must share a room with injured worker unless special              
circumstances require otherwise. Please explain.
Companion name: 
Special assistance (please explain in detail) 

Appointment specifics:
Date and time of appointment:   Date:  Time   a.m.   p.m. 

Name of physician/facility: Phone number 

Address:  City  State ZIP code 

Is this appointment for surgery?   Yes    No      Will there be days spent in the hospital?   Yes    No    
 If so, how many? 
Additional comments:

Submitted by  Service office  Date 


