WORKER’S COMPENSATION QUESTIONNAIRE

This information will be strictly confidential. Your aniswers will help us datennlne if chiropractic care will benefit you. Please print and be as accurate and

complete as possible. Thank you.
PATI E_NT INFORMATION
NAME Last First Middio HOME PHONE DATE
ADDRESS CIvY STATE P
SOCIAL SECURITY # AGE BIRTH DATE SEX MARITAL STATUS | NO. OF CHILDREN
EMPLOYER ADDRESS , BUSINESS PHONE
"OCCUPATION WO REFERRED VOU 70 GUR OFFIGET
. OCCUPATIO NAL HISTORY :
NAME CHART # ' TODAY'S DATE ACCIDENT DATE
| Current Employer:
1 Current Occupation: — .

-] Relevant Prior Employers and Job Informatlon

‘Name of employer at the time of m]ury (if different from current):

{-Retralhing for a hew job:
. New job’s contribution to injury: -
Limitations of working as a result of i ln;ury'
What timitations have you experienced as a result of your injury? (choose ali that apply) _
" FC¥Cannot yse left amm,. B 5 ._Ellnaaasedtaﬂgablluy . !:lUnabletollftmorethan 15 pounds O
- § T Cannctuse fightarm ','[_T_lurﬂngammahsoondton {1 Unable-to it mora than 20 pounds - a
O Cannwot use left leg X-Paln-Emits:amount of movement (3 Unabls to lift more than 25 pounds ()
| [0 Cannot use right leg v~ 7 ) Cannot sit due to condlition J Unable to lift more than 50 pounds 4a:
(] Cannct drive duse to condition - : [0] Unable to kft more than 10 pounds () Cannot walk due to condiion -
 Your prasent jeb involves: A s T '
Standing for: Driving for: Walking for: Sitting for: Lifting (pre-Inijury} ' Lifting (post-injury)
- [340 minvtes (3330 minutes {330 hintes " : {130 minutes {JLess than 5 Bs. CJLess than 5 bs.
| 3 1hours £31 hours © 31 hours: {11 hours {105-101bs. [J05-101Ibs.
- 2 hours Z12 hours {32 hours 2 hours {10-151bs. 0O10-151bs.
- ¥ 3hours (3 hours {3 hours (13 hours 315~ 20 Ibs. D15-2010bs.
| CJ4hours D4 hours - . )4 hours - Cl4hours (320 -25Ws. ' [J20-251bs.
{36 hours O &6 hours . . OJ6hous 36 hours. £125-401bs. ) 25 - 40 tbs.
- (18 hours I8 hours - (218 hours O8hours 340 - 50 Ibs. (140 - 50 Ibs.
[J>8 hours [J>8 hours - [3>8hours [ >8 hours {J>50 s, 350 bs.
| Typing Using Mouse Grasping Crawling Climbling ! '
< 1+ [ 80 minutes 730 minutes (130 minutes (380 minutes (330 minutes 1 Repetitive Motion
| (31 hours 1 hours 1 hours. {1 hours {11 hours .
32 hours D2 hours {O2hours 32 hours [J2hours {2 Fine manipuiation,
O3 hours 38 hours D3 hours 23 hours 3 hours pushing, pullihg,
[ 4 hours (34 hours (4 hours {4 hours 34 hours torquing with hands
CJ6hours 6 hours {OJ6hours 6 hours 16 hours
=§ [CJ8hours {J8hours 28 hours 8 hours (18 hours
'} OJ>8hours _ [3>8 hours [ >8 hours ] >8 hours [J>8 hours
‘| Have you missed any work as a result of your condition? (IYes No
If yes, how many days did you miss? Your last full day of work was: / /
-1 Are you cutrently recelving worker's compensation? [Yes CINo
‘i Have you had any prior work injuries? C1Yes CiNo
| Have you received a prior workers' comp award? JYes ONo
f Werk Conditions:
.] Restbreaks Type of surface workad on
1 % of workday indoors . Exposure to...
% of workday outdoors - Other requirements

| ) understand that the Information | have provided above is current and complete to the best of my knowledge.




ODE OF INJURY

"TODAY'S DATE DATE OF ONSET TIME OF INJURY -

NAME ' CHART #

Complete this section if In]uries area result of a work related accident.

My injury occurred while Twas. .

Did you report this Incident in writing at work?

DCauyhganobiactaMlostmybalance (] Driving [ Lifting an object [JYes No . _
[ Struck by & falling objact 2 Person reported to: Date reported:
DEngagedharepeuhvemoﬁonacu\.ﬁy _ :
'DO0ther - Did you see another heatlth care provider for
treatment related to this injury?
(1 Ves CONe

If you were Injured by lifting, please complete all of the items which apply In the box below.

1 was lifting the object: While I was lifting, I:

The object | was lifting was about: | The painl felt immediately after

(3 from the floor (Jhad mybackstraight [ (J2-5pounds  [120- 25 pounds the injury was:
{] from a swiace over my head [ had my-waist bent {15 - 10 powrids {125 - 50 pounds C1adull ache [Jasharp pain with
T3 irom a surface about waist high ; (Jwas twisledtothe side | [J10-15pounds  [JMore than 50 pounds {Ja grabbing feeling  radiation of symploms
. ( E315 - 20 pounds . | 3 apopping fesing

\ (] a shatp pain in one spot o -L
If you were injured by falling, please complete the items in the box below. _ I
t fell: When I fell 1 hit my: : The surface | fell on can be I landed on:
[ from a surface 24 fost high () Back (] Right hand/wrist described as: OBack  [Clefside
O trom a surface 46 fest high [ Left efbow OHead - (J Containing an objet. [ (OKnees [Rightside |
Clfrom a surface 6-8 feothigh | [ Right elbow {Jleftknes Meau:gdmm r_‘li\f?et O Rearend [ Stomach
£ from a surface higher than 8 feet ) Face [(JRight knee [ Siick due to Equid ' ) Outstretched aimis
| £ onto surface | was walking on {Jleft handfwrist [ Tailbone [ Uneven carpst .

Complete this section if your injuries were NOT work related or auto accident related.

My injury-occurred when |: - o
(3 coughed or sneezed stralghtenedfmrnbenclng
* | DOooked over my shouider ' [ iwisted at the waist

~ As a workers compensation patient
Rehabilitation, 1 understand it is my

WORKERS COMPENSATION PATIENT WAIVER

treatment from my employer and workers compensation insurance carrier. I also
understand that I need to provide the name and address of the workers compensatlpn

_insurance carrier to Barley Chiropractic.

Intheeventthatmyemploycrorthemsurancecamerdemesmyc]annlmﬂassumem]l
responsibility for payment to this office.

| Injury occurred at: :
Dsﬁppedandfeﬂ {JHome [ Retall store OO Work ]
| (I Mall © )Supermarket , ,

receiving services at Barley Family Health Care &
responsibility to supply this office with approval for

_ Date

Patient’s Signature __
| (i & minog, parent’s or guardian'’s signature)

Date

_ Doctor’s Signature:
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