<date>

<contractor name>

<attention>

<address>

<city, state, ZIP>

RE:
Injured Worker:       

Claim Number:       
Advanced Contractor Authorized Payment – Home Modification(s)
Dear <     >:

Thank you for working with BWC to complete approved modifications. If you do not already have a BWC provider number, an enrollment form with a return envelope is enclosed. Please complete the form and return it as soon as possible. You may fax it to me at enter fax number
Please complete and submit the attached BWC Service Invoice (C-19) for the advanced authorized payment of $enter amount for home modifications. We have enclosed billing instructions for the C-19 for your convenience. 
If I can be of assistance, please call me at_enter phone number.  
Sincerely,

___________________________

Ohio Bureau of Workers’ Compensation
enter name 
Catastrophic nurse advocate 
Enclosures
CC:  Injured worker

        Injured worker representative   
