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WORK / COMP HISTORY

Patient Phone ( )
Addrass City State Zp
Age Birthclate Sex S/5#%
Name of Compensation Carrier: Phone ( 3
Addrass of Carrier: City State Zip
Employer's Name: Phone { )
Employer's Address: City ___. State Zip

1. Type of Business Your Occupation

2. Date Injured Hour AM / PM Last Date Worked Areyouoffwork? { )Yes ( INo

3. Previous Workers Compensation Irjury? ( YYes { INo

4. Accdertt reported to emplayer? { )Yes ( YNo Name of person reported accldent to
5. Injured at; Clty State Zip
6. hength of time worked there prior to accident; '
7. Type of work being done af time of injury:

8. In your own words, please describe sccident:

9. Have you heen treated by another doctor for this aceidemt? () Yas ( JNo
If yes, please list doctors name and address:

What type of treatment did you receive?
How long were you treated by this doctor?
10. Are you: { )improved { Junchanged ( ) getting worse
11. What types of medicines are you taking?

Do these medicines help? ( )Yes ( JINe ( )Dontknow
12. Have you had physical therapy? () Yes ¢ )} No If yes, how often?
{ )Daly ( )Everyotherday ( ) Severaltimesa week ( )Weskiy ( )Every other week
{ JIMonthy ( )Other
boes the physical therapy help?  ( )Yes ( YNo () Dontknow
13. Prior to this acdident, have you ever had any physical complaints similar to what you have riow?
( JYes ( )No ( )Dontknow
If yes, describe:

Were these similar complaints the result of pervious accldent(s)? ( JYes ( )Mo
Please provide detzils of accidents(s):




14. Have you had any other serious accldents which required medical care? () Yes
Describe:

{ JNo

15, Have you had any serious Tlinesses that required hospitalization? ( JYes ( )YNo

Dascribe:

16. Have you had any surgerles? ( }Yes ( ) No
If yes, list type of surgery and date:

17. Have you had any nervous or mental liness?  ( JYes () No

Have you ever had psychigtriccare? ( )Yes ( )No
18. Have you recelved medlical discharge from the Armed Forces? ( JYes { )No
18, Have you returned to work since this acgident?  ( JYes ( JNo

If you have returned to work since your aceident, please fill out the information helow:

DATE EMPLOYER OCCUPATION LR Al
CURRENT MEDICAL COMPLAINTS
BACK PAIN:
1. Currently, T have paln in my: { )low back { ) mid back { ) upper back
2. My paln began: ( Dgmdually () suddenly
3.1 have pain: ( )sometimes { ) all of the time
4, My pain goes Into my: { )rightleg { )leftleg { )both
5. I have tingling and/or numbness it my: ( )rightieg ( )leftleg ( )both
6. My paln is warse when I:
cough of sneeze ( )Yes ( YNo
sit { )Yes { JNo
bend {( )Yes ( )INo
walk { )Yes { )No
lift { )Yes { JNo
push { )Yes ( YNo
pull ( )Yes { JNo
7. My back is worse with sexual activity { )Yes { JNo
8. My paln wakes me up during the night {( )Yes { Jno
9. Changes in the weather affect my pain ( JYes ( JNo




NECK PAIN:
1. My neck pain bagan:
2. 1have pain:
3. My pain goes Into my:
4. I have tingling and/or numbress in my:
5. My pain is worse when [:
cough or sneeze
bend forward
Iift
push
pull
turn my head
B. My pain wakes me up during the right
7. Changes in the weather affect my pain
8. I have neck stiffiess
9. T have headaches
10. IF I dp get headaches, they oceur:

OTHER PAIN;
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) gradually

) sometimes

}right arm
) tight arm

) Yes
) Yes
) Yes
) Yes
) Yes
) Yes
=
) Yes
}Yes
) Yes
) sametimes

{ )suddenty

() all of the time
( )leftam ({
( )leftam (

) No
) No
. INp
) No
) No
Y No
) No
I Ne
JNg
) No
) al_l of the time
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) both
) both

Please describe any qurrent madical complaints which you are experlencing and werg not previously covered on this
Questionnaire, or list any addltional comments You wish to make regarding your condition:

67% to 100% of the day).

JOB DESCRIPTION
(In terms of an 8-hour workday, “eccasionally” means 33%,

1.1n a typical 8-hour workday, I: (Circle # of hours / activity)

Sit: 12 3 4 5 & 7 8 hours
Stand: 12 3 4 5 6 7 8 hous
Wallc: 1 2 3 4 5 6 7 8 hours
2. On the job, I perform the following activities:
NOT AT ALL OCCASIONALLY

Bend / stoop () ()
Squat () ()
Crawl { ) ()
Clitnb () )
Reach above

Shoulder lavel ( (]
Crough () ()
Kneg) () ()
Balancing () £
Pushing / Pulling { ) { )

“frequently” means 39% to 66%, angd ™
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(

e
N e N A

e T Tae Ty
e Mt A

continuously” means

CONTINUOUSLY
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3. On the job, 1 lift: NOT AT ALL OCCASIONALLY FREQUENTLY CONTINUOUSLY

Up to 10 pounds () { ) ( ()
11 to 24 pounds ( ) { { ()
25 to 34 pounds { ) { ) { ) ()
35 v 50 pounds () { ) () ()
51 to 74 pounds () () () ¢ )
75 to 100 pounds { ) () () ()

4. Do you have to bend over white dolng anydifing?  ( )Yes ( ) No
5. Are your feel used for repetitive movements, such as in operating foot controls?

{ JYes ( )No
6. Do you use your hands for repetitive actions, such as

SIMPLE GRASPING FIRM GRASPING FINE MANIPULATING

Right hand C)Yes  )No ( dYes( HNo ¢ JYes ( )No

Left hand ( )Yes ( )No ( dYes( )No  ( )Yes ( )Mo
7. Are you required to work on unprotacted Nelghts?  ( YYes ( INo

Describe:

8. Are you required to be around moving machinery?  ( }Yes ( )No
Describe:

8. Are you exposed to marked changes in temperature and humidity? () Yes ( YNo
Describe:

10. Are you required to drive automotive Bqupment?  ( JYes ()N
Degeribe:

11. Are you exposed to dust, fumes and/or gases? ( )Yas ( )No
Describe:

12. Please list any addrtional comments:

Signature: Date:




