WORKERS COMPENSATION QUESTIONNAIRE
Please fill out form completely. If something does not apply, put N/A.
Patient Name:__________________________    Today’s Date:________________

Date of Injury:_____/_____/_____  Time:__________ AM / PM

Where did the injury occur?  City/Town:_______________   State:___________
Your Occupation:_______________________________________
Please describe the injury in your own words:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient Phone Number:

· Home:_____/_____/_________       Cell:_____/_____/________     Work:_____/_____/__________

Date of Birth:______/_____/________         Age:_________             Sex:  □ Male   □Female
Employer Information
· Name:___________________________________________________________________________
· Address:__________________________________________________________________________

· Phone Number:______/______/__________
· Type of Business:_____________________________________

Did you notify your employer of this injury?   □ Yes    □ No

Have you retained an attorney?:   □ Yes    □ No

If yes, please give name & address:__________________________________________________________

Are you currently in litigation for this injury?:   □ Yes    □ No    □ Maybe
Please explain the type of work you were doing at the time you were injured :
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you still working?:     □ Yes    □ No
Did you miss any work because due to this injury?  □ Yes    □ No   If yes, how much?:_____________________
Are your work responsibilities restricted as a result of this accident?:   □ Yes    □ No
 Are you taking any medication for pain caused by this accident?:   □ Yes    □ No
Have you been treated by any other doctor for this accident?:   □ Yes    □ No
If so, please list doctor’s name and address:______________________________________________________

What type of treatment did you receive?:________________________________________________________

How long were you treated by this doctor?:______________________________________________________

Are you feeling:   □ Better   □ Same   □ Worse

Have you ever filed a Workman’s Compensation claim before?:   □ Yes    □ No

If yes, please describe injury and subsequent treatment:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient Signature:_______________________________________________       Date:_____/_____/_________
