WORKER COMPENSATION INFORMATION

Date
PATIENT INFORMATION - | .
MName. Birthdate .Soc. Sec.#
Address,

Telephone e o oo (DECLPATION,

'EMPLOYER'

Employer Name.

Employer Address.

_Injury Vertfied By (For Office Use)

Employer Telephone

Contact Person —

WORKER COMPENSATION CARRIER (FOR OFFICE USE) . -

worker Compensation Carriar
Carrier Address.

Carrier Phong Number Coverage Verfied by

Claim Number

Adjusters Name

INJURY INFORMATION.

Date of Injury _Time_ .. Oam [OFM

Place of lnjury
Accident reporied 1o empioyer?  [Yes [No  Name of person you reported accident 1o,

zive full description of how accident happaned

Have you lost tirme from work? Oves TINa  How much?

Ciher godtors saan for this condition:

Doctor's Mamg Diagnosis

Were X-Raystaken? [OYes [Mo Other Tests?  [Yes [No

if yes, by whom? Please list test(s) and result(s}

Any previous Worker Compensation injuries?  [JYes [ONo  Date(s) of previous mjuries,

Describe previous Worker Compensation imuries

" AUTHORIZATION - .. &

| ciearly understand and agree that all services rendered to me are charged directty to me and that [ am personally respongible for payment in the
event that my claim tor Workers Compensation benefits is denied.

. bate -

Patier's Signature

20147 - Medical Arts Mrass  3-B00-326-1175
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Is this condiion getting progressively worse? [ Yes [ONo
Is it constant or does It come and go?

Rate the severity of your problem on a scale from 1 (Jeast) to 10 (severe pan)

Type of symptoms: OSherp  (Pall  [Throbbing [MNumbness OAching
i OOtber

DShovang (Burming [Tingling Ustiffness
Dioes it interfere wath your: G Work DO 8leep D Daily Boutine O Recreation

Marlk on the picture where you continne to have yymptoms

iy

FP=Psuix I=Mvamboess S=Sparme T=Ymghng

Patient Information Financial Policy Agreement
Date [afar S T wnderstand thut with the exceplon of work-related fnjuries, I
o @ oiiuatedy respomsible for the payment of the serviees
Name rendercd to me at Aaragon Chirepractic,
{Last)
- i (First) (ML) I (Signature)
Address
. Insurance Provider
State Zip 4 Are you talking medications?
E-mail. ' i Prescriphons:
Sex OM OF Ape Birthdate !
Stams O Mamied OSingle OWidowed O Divorced D Separsted
Mumber of Children Agcs ‘
Quoupation | Nﬂﬂ-%ciri:;:
Employer/Schoal i Vitamins/ ;
Address 1 E
3 Daily Habits
Spouse's Name T bo you..
N Pt [ Smoke packs a day
5 b © ! O Drizk Alecho) — drnksuday
Spouse’s Employer i| O Drink Caffeine/Coffee drinks a day
Primary Care Physician i} How is your...

] ) ] O Smess Level: Iigh Modewmte  Low None
Previons Chiropractor - i O Work Activity, Siting Standing Light Labor Heavy Labor
Whom may we thank for referring you? Pl {0 Exercise Lavel: ..I:Imw Daldy Mpderate Nome

T Phonc Numbers B { Health History

Home Waork E Please check atl that apply:

Cell or other ]' A Doiabeti

Best, time and place to reach you: 'E U High Blood Pressure

in case of exergency: 'i g?;east Imp]anis g

Namg : ‘] U Cumently Preguant '

Phone N — When did yon Iast feel zood? g‘
Paticnt Condition i

Major complaint ‘

Other complaints - .

When did your symptoms enpear? E;

|



Falis/Av Jents/Injuries/Surgeries you hav  ad:

Descriptions Dates
Falls
Broken Bones
Dislocations
Surgeries
Dateg of previons car accidents:
Plcase check your current symptoms:
0 Headache O rritahility 00 Numbness in Toes O Face Flushed 0O Cold Hands / Feet
1 Neek Pain O Chest Pain 0 Shormess in Breath [Buzzing in Ears D lep Pein
O Neck Stff 0 Dirziness O Fatigne 0 Loss of Balance U Stognach Upset
0 Depression (0 Fainting O Constipation / Digrrhen O Sleeping Problems T Head Seerns 1o Heavy
OLow Back Pain 0 Cold Sweals O Pins & Needles in Armzs 0 Light Bothers Eyes O Shoulder Paw
{0 Nervousncss OEars Ringing [ Pins & NeedlesinTege [ Loss of Memory ) Nnmbuess in Fingers
0 Tansion OMid Back Pain U Faver 0 Other
. Date of last: Physical Exam Spinal Exam Spinal X-Ray MRI/CT Scan
Personal Injury Questionnaire
Accident Information How did you feel...

Dmaring the aceident:
Trenwediately after the acodent:

Dats Time of Day
Type of accident O Atto [ Work O Other

To whom have you made a repert of your accident? |
DOAnto Insummes [ Bmployer O Police 0 Other
Narne of supervisor
Have you retained an attoroey?

Later that day:
The mext day:

1. In yoar own words, please describe the accident:

2. Were youw C Dmiver O Passénger 0 Front Seat O Back Seat [ Aware of the accident

3. Muarber of people in your vehicle? Were you wearing seat belte? Typs of vehizle
4, Wereyou struck fome 0 Bohumd O Fromt OLefl Sude O Right Side
5. Approwimate speed of youres? ____ maph Otheroud? mph  Damage to your ces? 3

&. Were you: [ Unconscious Did youreesive: OCuts [ Bmises U Cther
7. What {reatment have you already recerved for your condiion? 0 Medications 0 Surgery U Physical Thermpy
[ Chiropructic.  ONepe 0O Other
8 Name and eddress of other doctor(s) or facilifies (ER, AMPM, etc.) you have seen concerning this condition:

4. Have you lost time from work s 4 result of t]:ﬁs accident? OYes ONe  How Long?
10. Tro yon potice amy activity restrictions as a resalt of this injury? 0 Yes ONo

11 Ts the pain worse when: Working OLifting DStooping OStanding OSitting (Bending OCoughing DSleeping 0 Walking
Other Information: .

(Signature) (Date)



