[bookmark: _GoBack]WORKER’S COMPENSATION QUESTIONAIRE
A. YOUR INFORMATION

1. Name ________________________________________________________  2. Date of Birth: ___________________
                                           First                           MI                              Last

3. Mailing Address: _________________________________________________________________________________
Number and Street/PO Box 	            City 			State 	        Zip Code
      
4. Social Security Number: _____-_____-______ 5. Phone Number: (____)___________ 6. Gender:       Male       Female
7. WCB Case Number (If known): __________________________  8. Claim Number (If known): ___________________
9. Name of Claim Representative: ___________________________________ 10. Phone Number: (_____)__________
11. Claim Company Name:__________________________________________ 12. Account Number: ______________
13. Claim Address: _________________________________________________________________________________
Number and Street/PO Box 	            City 			State 	        Zip Code

B. EMPLOYER INFORMATION

1. Employer when injury occurred: __________________________________ 2. Phone Number: : (_____)___________

3. Employer Address: _______________________________________________________________________________
Number and Street/PO Box 	            City 			State 	        Zip Code
4. Date of Injury/onset of illness: __________________________  5. Job Title: _________________________________
6. Job Description/Work Activities: ____________________________________________________________________
C. YOUR INJURY OR ILLNESS
1. Where did the injury happen? ______________________________________________________________________

    _______________________________________________________________________________________________

2. What were you doing when you were injured or became Ill? ______________________________________________

    _______________________________________________________________________________________________

3. How did the injury/illness happen? __________________________________________________________________

    _______________________________________________________________________________________________

4. Explain fully the nature of your injury/illness; list body parts affected: ______________________________________
 
    _______________________________________________________________________________________________

E. RETURN TO WORK
1. Did you stop work because of your injury/illness?        No         Yes, on what date? _____________________________  
 
2. Have you returned to work?         No       Yes, on what date? ___________________         Regular Duty       Limited Duty    


Patient Signature ________________________________________________________  Date: _____________________
