
Worker’s Compensaton Injury Form

Name: _________________________________             Today’s Date:______________

Date of Accident: _____________________________________    Time:___________________

Have you fiied out your “First Report of Injury Form” at Work?    Yes    No

Is your injury afeccni your abiiity to do your job at work?   Yes    No

Do you need a note for work?  Yes   No

What were you doini at the cme of the accident? ______________________________________________________

Did you trip, siip, or faii? __________________________      How far was the faii ?     ________________

Upon impact afer siip, trip, or faii, how did your body iand? ___________________________________

Were you iifini an object? ________________________      How heavy was the object? _____________

Were you twiscni or bendini?   Yes    No

Did you hit your head on anythini?      Yes         No         On What? _______________________________

Did you iose consciousness?      Yes      No        For how ioni?     __________________________________

When did the pain beiin?_________________________________________________________________________

Since accident pain is :   Less _____________       Same ___________________   Worse ______________

Were you transported to hospitai?      Yes    No        Which hospitai? ______________________________

Were x-rays taken ?     Yes    No            What x-rays ? __________________________________________

Have you seen another doctor since the accident?   Yes    No   Name of Dr.______________________________________

What treatment did you receive?_______________________________________________________________________

Were there any suiiested future treatment pians? ________________________________________________________

←  Piease indicate on the body where your pain is 
  
On a scaie from 0-10, with 10 beini the worst pain, and 0 beini 
                    no pain, what is your current racni of pain?         
0      1      2      3      4      5      6      7      8      9      10

I understand that if for some reason my worker’s compensacon ciaim 
does not pay for this treatment, I am fuiiy responsibie for the cost of my
treatment received at Perreauit Chiropraccc   Acupuncture. 

_____________________________________________________
Pacent siinature


