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	Worker’s Compensation Questionnaire

	Patient
	
	S.S. #
	
	Date
	

	

	Please explain in detail how your accident happened?
	

	

	

	ACCIDENT INFO

	Time present injury occurred
	
	ٱ AM    ٱ  PM
	Date present injury occurred
	

	Did you return to work after the accident?
	ٱ Yes  ٱ No
	Date returned to work
	

	Did you lose time from work?
	ٱ Yes
	ٱ  No
	If so, how many days?
	
	Occupation
	

	Type of work you do (labor)
	

	When did you feel pain (Date)
	

	Where did you feel pain immediately after the accident?
	

	TREATMENT

	Did you consult any doctor?
	 ٱ Yes   ٱ No
	Name
	
	ٱ DC, ٱ MD, ٱ DO, ٱ DDS

	Did your employer send you to any other doctor?
	 ٱ Yes   ٱ No
	Name
	
	ٱ DC, ٱ MD, ٱ DO, ٱ DDS

	Doctor’s Diagnosis
	

	What treatments were given?
	

	How often did you see the doctor?
	

	How long did you see the doctor? (days/ weeks)
	

	HISTORY

	Have you ever had a Worker’s Compensation claim before?
	ٱ Yes     ٱ No
	When? 
	

	If so, what were the complaints?
	

	Before the injury, were you capable of working on an equal basis with others your age?
	ٱ Yes     ٱ No

	Are your work activities restricted as a result of this accident?
	ٱ Yes     ٱ No

	Since the injury, are your symptoms
	ٱ Improving?          ٱ Getting worse?          ٱ The same?

	Do any other diseases or accidents affect your employment?
	ٱ  Yes   ٱ  No
	If so, explain below:

	

	What medications are you presently taking?
	

	LEGAL

	Have you retained an attorney? 
	ٱ Yes  ٱ No
	Litigation?
	ٱ Yes  ٱ No
	

	Was this injury reported to a supervisor?
	ٱ Yes  ٱ No
	Name of Supervisor
	

	Date Reported
	
	Time Reported
	
	ٱ AM     ٱ PM


PLEASE CHECK ALL THAT APPLY TO YOU NOW
	Musculoskeletal System
	Genito-Urinary System
	Gastro-Intestinal System
	Cardio-Vascular System
	

	
	Low Back pain
	
	Bladder Trouble
	
	Poor appetite
	
	Chest pain
	Circle Your Pain Level

Least 1 2 3 4 5 6 7 8 9 10 Worst

	
	Mid back pain
	
	Excessive urination
	
	Excessive hunger
	
	Pain over heart 
	

	
	Pain between shoulders
	
	Scanty urination
	
	Difficult chewing
	
	Difficult breathing
	

	
	Neck pain
	
	Painful urination
	
	Difficult swallowing
	
	Persistent cough
	

	
	Arm pain
	
	Discolored urine
	
	Excessive thirst
	
	Coughing phlegm
	

	
	Leg problems
	EYE,EAR,NOSE,THROAT
	
	Nausea
	
	Coughing blood
	

	
	Swollen joints
	
	Eye strain
	
	Vomiting Blood
	
	Rapid heartbeat
	

	
	Painful joints
	
	Eye inflammation
	
	Abdominal pain
	
	Blood pressure problems
	

	
	Stiff joints
	
	Vision problems
	
	Diarrhea
	
	Heart problems
	

	
	Sore muscles
	
	Ear pain
	
	Constipation
	
	Lung problems
	

	
	Weak muscles
	
	Ear noises
	
	Black stool
	
	Varicose veins
	

	
	Walking problems
	
	Ear discharge
	
	Hemorrhoids
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                                  Mark Your Symptoms
T=Tender           P=Pain            S=Spasm          N=Numbness

	
	Spasms
	
	Hearing loss
	
	Liver trouble
	

	
	Broken bones
	
	Nose pain
	
	Gall bladder problems
	

	
	Shoulder pain
	
	Nose bleeding
	
	Weight trouble
	

	FEMALE
	
	Nose discharge
	NERVOUS SYSTEM
	

	
	Vaginal discharge
	
	Difficult to breath thru nose
	
	Numbness
	

	
	Vaginal bleeding
	
	Sore gums
	
	Loss of feeling
	

	
	Vaginal pain
	
	Dental problems
	
	Paralysis
	

	
	Breast pain
	
	Sore mouth
	
	Dizziness
	

	
	Lumps on the breast
	
	Sore throat
	
	Fainting
	

	
	PREGNANT
	
	Hoarseness
	
	Headaches
	

	HABITS
	
	Difficult speech
	
	Muscle jerking
	

	
	Cigarettes
	
	Sinus
	
	Convulsions
	

	
	Alcohol Abuse
	
	Allergy
	
	Forgetfulness
	

	
	Coffee or Tea
	
	Jaw pain
	
	Confusion
	

	
	Drug Abuse
	
	
	
	Depression
	

	
	
	
	
	
	Insomnia
	


ASSIGNMENT AND INSTRUCTION FOR DIRECT PAYMENT TO MY DOCTOR

Patient Name: ____________________________________________________________________________

Date of Accident or Onset: _________________________, S.S. or I.D. #: ____________________________

Claim or Group Number: ____________________________________________________________________

I hereby instruct and direct that _______________________________________________________________

To pay by check made out and mailed directly to:


Complete Health Chiropractic and Acupuncture, Inc.

Attn: Dr. Christopher Oliver

208 Elden Street

Herndon, VA 20170

Or

If my current policy prohibits direct payment to doctor, then I hereby also instruct and direct you to make out the check to me and mail it as follows:

Complete Health Chiropractic and Acupuncture, Inc.

Attn: Dr. Christopher Oliver

208 Elden Street

Herndon, VA 20170

[image: image3.wmf]The professional or medical expense benefits allowable and otherwise payable to me under my current insurance policy as payment toward the total charges for the professional services rendered.  THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENFITS UNDER THIS POLICY.  This payment will not exceed by indebtedness to the above-mentioned assignee, and I have agreed to pay, in a current manner, any balance of said professional service charges over and above this payment.

A photocopy of this agreement shall be considered as effective and valid as the original.

I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney involved in this case.

Dated at Complete Health Chiropractic this ____________________________ day of ______________, 2001

Signature of PolicyHolder: __________________________________________________________________

Signature of Claimant, if other than Policyholder: ________________________________________________

Witness: ____________________________________________________, Date: _______________________
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