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For assistance filling out this form you may view a  
Completed PBD Example. 

Docket No. ____________________

State File No. __________________

RFA No. ______________________

Date of Injury: _________________

Prior PBD Filed:         Yes        No

Assigned Judge: ________________

http://www.tn.gov/workforce/section/injuries-at-work
http://www.tn.gov/assets/entities/labor/attachments/Completed_PBD_Example.pdf
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Employee has been denied medical care after receiving it

http://www.tn.gov/workforce/topic/wc-medical-benefits
http://www.tn.gov/workforce/article/wc-temporary-disability-benefits
http://www.tn.gov/workforce/article/wc-death-benefits
http://www.tn.gov/workforce/topic/wc-court-of-wc-claims
http://www.tn.gov/workforce/article/wc-permanent-disability-benefits
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