
 

 

Workman’s Compensation Form 
1.  Name_________________________________________age:________sex: M / F 

2.  Address____________________________________________________________________ 

  Street / P.O.Box    City  State  Zip 

3.  Who did you report the accident / injury to?________________________________________ 

4.  Date accident was reported:____________________________________________________ 

5.  Date, time, and place of accident:________________________________________________ 

6.  Where were you taken after the accident?__________________________________________ 

7.  Where did you feel pain?______________________________________________________ 

8.  What are your symptoms?_____________________________________________________ 

9.  Name(s) of any other doctor consulted since your 

accident?____________________________ 

10. Treatment received:__________________________________________________________ 

11. How often did you receive treatment?____________________________________________ 

12. Since the injury are your symptoms:  Improving____ Getting worse____  Same____ 

13. Have you retained an attorney? Y / N - if so, name and address of 

attorney:_______________ 

___________________________________________________________________________ 

14. Employer Name:___________________________________________________________ 

15. Employer’s Address:________________________________________________________ 

16. Did you miss any work?  Y / N - Date returned to work:_____________________________ 

17. Are your work activities restricted as a result of the 

accident?__________________________ 

18. Have you had any other disease or accident that affects your 

employment?________________ 

___________________________________________________________________________ 

19. Do you have to favor any part of your body in 

employment?___________________________ 

20. History of absenteeism caused from accidents on the 

job?_____________________________ 

21. Were you capable of working on an equal basis with others your age before your  

       accident?  Y  /  N 

22. What is your present occupation?______________________________________________ 

23. Length of time at this present occupation?________________________________________ 

 

FOR ALL ACCIDENT TYPES: PLEASE EXPLAIN FULLY HOW YOUR ACCIDENT 

HAPPENED ON THIS FORM. 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________



 

 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Patients Signature:_____________________________________________Date:_____________ 

Providers Signature:____________________________________________Date:_____________ 


