 Worker’s Compensation Questionnaire

Please Print Give complete answers to all questions. This information is confidential. Your input will help determine if chiropractic can help you.

Patient Information

“LastName First Midde @ [TodaysDate = | CaseNo.
~ Address - e City _.____._.__ [ State Zip
Social Security | Age 1 Birth Date Sex | Marital Status | No. of CLhiIdren [ Home Phone
Employer | Address - | Business Phone
Occupation " |'Wnhoreferred Address N -
i reE———ee——————— _|youtous IO A — _

Accident Information

Give all the detafls on
how your accident occurred

Have YOu retain@d @n GLOIMNE@YT ...... .ot s e st s s ab e s e s e st s besesaatessssss s snsessaenste e nasanss nsnsnssnnresanneeessantesseasssssessnesssssenssanssnesianss

IS TNETO IMGENMONT .ooouussissmussomsmsvmnsosimsem s sy e s 50 T35 FSa RS TL5 55 560nmari Si nonamne onnnas Ata s aRaEa £ SRR ANATASA S ERP Y ARARED S PRI AR AL SL SRS S AR ST AR AR A P A PR SN E S B A TE R SHEOYS |

After the accident did you return 0 WOrk? ......ccovevivieevemmeeneiiecrinesennes o kR A AR S €5 6 A S A S A R S S
B e d st U L= T e 1= e (oo (o o S —————
Have you ever INjured thiS SAME @ra DEIOIEY ..........ceiiiiiiiiiiiiii et eeseeseesereeasarsee st asetssnnsssststsesessnnansssneesnnnnssnssssssensensssnnssesssransnnnserns
If injured before, did YOU 10S@ WOTK TIIMI@T .....ccveeeieiiiiiiiiiir e sre s s s i s s s s s bbb s bbb s e s s e e sees s e e eesesssesenssensssssssssassnsssnesanssasssessssssssnsssnnnsnnsnnsnssns
Do any other diseases or accidents affoct yoUr WOrK PEIfOIMANCET? ......ccccceeviiiiiiieiiriiiiiieii s isteeessisssessessesssssssssessssssssssesssssnsesesssssssnnnessnsssnsssnseresss
When working, do you have to favor @any Part OFf YOUE DOAY? ......ccoeeeeiieiiiiiiiiiiieieietsiiisieissesssesstessaassssssssaaseessssesssasssnsssseeseesensnnnnssessseerereesreensasnnssnss
Do you have a history of absenteeism because of aCCidents 0N The JODT? .......c.ccoiiiiiiiiiceeic ittt reeereresereeeretseetseestssssassessesssssesssssssssassesasans
Have you had a worker's Compensation ClaiMm DEIOI@T .........ciiiiiiiiiiiiiiuiriieriissesseees s sssssssssssssssssssssssssrsssessasssssesssenssssssessessesreessssssssrsssssnnns
Before the injury, were you capable of working on an equal basis with others VOUN AR T? oo iy i isisiiitiva i iis et nsnsmsnsansennas saensnses
Are your work activities restricted as a result OF thiS ACCIARNLT ......ccciiiiiiiiiiiiiit e erreerereeerereresseessessssssesesssessesassasesssnsssnsssnsnssnssssssssesssesnssenssnnes

If an attorney is retained, Phone
give full name and address:

i —————— sy, et by ——-—h—:

Yes No |

Date and time
injury occurred

In what exact area did you feel
pain immediately after the accident?

Month: Day: Year: Time:

If you returned to work,
what was the date Mo. Date | YT.

If you consulted another doctor
give his name and degree

What was the
doctors diagnosis?

What treatment, if any,
did you receive

m e e e e e g Y o o S I P o vy P b s o - EE lam o L e b s e T T T T PR L L R S, RS S R R S SR T S —— cn e e S T A e ey

If you lost time from work vv;'ith injuries prior to
this injury, give the names of the doctor(s) consulted

If you have other conditions that affect o
your work performance, explain them

If you favor any body part while worki-ng, B - o

explain what is involved

Since this injury, are your symptoms: 3 The same O Bett;; i 0 Worse o
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Health Survey

Please rate each condition below with one of the appropriate following symbols

Gastrointestinal
Poor appetite

Excessive hunger

Difficult chewing

Difficult swallowing

Excessive thirst

Nausea

Vomiting food
Vomiting blood

Abdominal pain

Diarrhea

Constipation

Black Stool

Bloody stool

Hemorrhoids

Liver trouble

Gall bladder problems
Weight trouble

Nervous System

Numbness

l.oss of feeling

Paralysis

Dizziness

Fainting

Headaches

Muscle jerking

Convulsions

Forgetfulness

Confusion

Depression

- Patient's signature
(If a minor, parent or guardian's signature)

Office Use (Do not write below here)

Doctor's signature

Cardiovascular
Chest pain
Pain over heart
Difficult breathing
Persistent cough
Coughing phlegm
Coughing blood
Rapid heartbeat
Blood pressure problems
Heart problems
L.ung problems

Varicose veins

Ear, Nose and Throat
Eye strain
Eye inflammation
Vision problems
Ear pain
Ear noises
Hearing loss
Ear discharge
Nose pain
Nose bleeding
Nose discharge
Difficult breathing thru nose
Sore gums
Déntal problems
Sore mouth
Sore throat %
Hoarseness

Difficult speech

-

X presently have ¢ previouslyhad  — never had
Musculoskeletal Genitourinary
~__ Low back problems ~___ Bladder trouble
Pain between shoulders Excessive urination

Neck problems Scanty urination
Arm problems Painful urination
Leg problems Discolored urine

Swollen joints

______ Painful joints Female
_____ Stiff joints _______ Vaginal discharge

Sore muscles ______ Vaginal bleeding

. Weak muscles _______ Vaginal pain

_______ Walking problems _______ Breastpain
__ Ruptures Lumps on breast

Broken bones Are you pregnant

Yes No

Mark areas of pain resulting from this accident on figures below
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