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Occupation . refrting. you Ficakh Adwamisrators
Nosoe snd address of evployer DNavane: —
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Main Compiaint Heodnches a
Nesk Pain
A or Shonhdcr Pain
Other Commplaings Buck Pale
How long have you hwd this condition? gﬁ.vﬂ;.
Have you had similer conditions i the past? E;g
Does this condition cffee: your work? No é_iﬁ .
Does this condition effect yoer Family or social Kfe? £ Yes [ No Hesrt Trouble
Whar aggravates shis condidon? Palipiation.
Clecalatory
. Xiigh ar Low Bivod
Other Doctors seen For this comdition Pressure
Femak: Problees
. Prostyste Disovder
Biwdder Problepn . )
ggi&%ﬂé s No ﬂﬁ.ﬂ ot e
When? Plense describe . Constipation
Loose Spook
Diaberes
Date of last physical cxmsisation Swollens Sodats
INSURANCE INFORMATION  S—
Is this condition dve to: Dizziness
I you ausver yes 10 sbber of the above guestions, plcase complicte other side of foms. Deparssion
Are you covered by Medicand? # Generad Potiqee
Do you have Major Medics) Hesleh Josmsamce? = Yes I No Morping Fatigue:
Company Poor Memory
Address wr ot Flushes
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Complete only for:

JOB INJURY INFORMATION: pae Time

Location

Description of accident

Workman's Compensation Case #

insurance Company Address
Insurance Company Case #
Employer's Name Address

X-rays taken

Hospitalized? . Name of Hospital
Other Doctors seen

Are you working now? . .
Time lost from work W

{dates)

Complete only for:

ACCIDENT INFORMATION: pae Time

How did accident occur? 77 Awto Collision O Other

Location

If auto accident, were you = Driver [ Passenger {0 Pedestrian

if ato collision, were you struck from (7 Behind [ Right Side 7 Left Side
Did your car strike the other(s) involved? [ Yes [1 Mo

Or dig the other car strike yours? 7~ Yes 7! No 7 Undetermined

As a result of the accident, were traffic cilations issued to you? L[ Yes (I No
To the driver of the other car? 7 Yes 7 No

To the driver of your car? L Yes ™ No

3 Front ) Auto was Parked

List the extent of the injuries a5 you know themn x

Dud you require post-accident hospitalization? 70 Yes [ Ne
Check symptoms you have noticed since accident:

77 Headache +.. Dizziness 7 Light Bother Eyes L. Diarrhea
T Meck Pain © 7 Head Seems Too Heavy 7 Loss of Memory [C Feet Cold
© Neck SUfY [ Pins and Needles in Arms {" Ears Ring {3 Hands Cold
7. Sleeping Problems T Pins and Meedles in Legs {1 Face Flushed {7 Stomach Upset
" Back Pain 7" Numbness in Fingers " Buyring in Ears  Constipation
T Nervousness " Numbness in Toes U, Loss of Balance L) Cold Sweats
Tension "' Shortaess of Breath 7 Fainting % Fever
Trritability T Fatigque «. Loss of Smeli o

Symptoms other than above

Have you lost any days of wook? 7 Yes 7 No Dates: _‘
lnsurance Companies involved:

aMy Company

Company of person respons:b!c for injurie.

Have you been contacted by an insurance adjuster or campany represeniative regardmg this claim? 77 Yes [ No

Do you have an attorney that has advised you in this care? [ Yes i1 No
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Address

Telephone: .




