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History of Injury:
In your own words, please briefly describe your injury:

Previous Conditions and Treatment:
In your own words, please briefly list any previous medical conditions and treatment:
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Patient Symptoms z
131 10
(Please mark as many symptoms or ——
: 5 complaints below in up to 5 separate regions)’ et ek J”_<<
SELES EhgrD e e e e e P
Symptom Number: )1 CJ2 13 (14 CI5 Symptom Number: CJ1 [CJ2 13 14 15
GENERAL SYMPTOMS: (Mark as many as appl NECK: (Mark as many as app!
[__INervousness [lrritability [IFatigue [JPain [Left side (JRight side []Both
‘| Depression [ILoss of Sleep [ITension Pa('n increased by: o
; o Forward mvmnt [CJBackward mvmnt
IPMS [ Jaw Pain [JRotate head left [ JRotate head right
[JBend neck left [JBend neck right

Symptom Number: 311 CJ2 (33 (14 IS5
| Stiffness [ 1Mus. Spasm [ ]Grinding/

HEAD: (Mark as many as appl ) Grating

§ [ISharp IDull [—IMigraine Sounds

& Location: —] Back of head ] Forehead ¥ No Pain Extreme Pain ¥

E‘ ] Temples 1 Behind eyes Painlevel: O O DO OO OO OO 3

£l [ Right side (] Left side Frequency: | 0~25% [126-50% 151-75% 3 76-100%
C

Light headed [ IMemory loss [ JFainting

Symptom Number: 11 [CJ2 13 (CJ4 CJ5
MIDBACK: (Mark as many as appl!

" IBlurred vision [/ Double vision [ Sensitivity to light
[Balance loss [ JHearing loss [ IRingingin ears

Ing 10535 Right Left Both
_¥No Pain Extreme PainV Bain: ",,} =
Pain level: - [— oo B C Muscle Spasm: O O
Frequency: [10-26% [26-50% CJ51-75% C176-100% _ ¥ No Pain _Extreme Pain V.
Painlevel: CJ (3 C3J 3 [ 1 I=3 8 3 I

Symptom Number: 11 [CJ2 13 [CJ4 [J5 Frequency: [_10-25% [—126-50% 51-75% J76-100%

SHOULDERS: (Mark as many as app!
Right Left Both
Pain in joint: ) =) L J
Pain across shoulder: — ]
Limitation of movement: =l B8 =

Tension: (

Symptom Number: CJ1 (J2 CJ3 (14 (5

ARM: (Mark as many as apply)
Right Left Both
O O OO

¥NoPain ) Extreme Pain ¥
Painlever: D O O O OO OO ’

Frequency: () 0-25% (1 26-50% (151-75% [176-100% Pins & Needles (Arm): =)

Pins & Needles (Forearm): = =

Numbness in Arm: ] O T |

Symptom Number: 11 CJ2 CJ13 14 [J5
CHEST: (Mark as many as apply)

4 ) Right Left Both ¥ No Pain Extreme Pain'V
Pain around ribs: 0o a o Painleve, O O O O OO OO0 O
Deep chest pain: o a o Frequency: [10-25% (26-50% [151-75% —176-100%
| Shortness of breath: [ Irregular heartbeat: s . O01 CO2 03 O -

¥No Pain  Extreme Pain¥ ymptom Number: CJ1 CJ2 33 CJ4 CI56
Painlevel: O DO DO DO O OO OOOC LOWBACK: (Mark as many as apply)

Frequency: [ 0- 25% 1 26- 50% [151-75%

176-100% Right Left} Both

Upper Lumbar Pain: it | (]
Symptom Number: CJ1 (12 (13 (CJ4 IS5 Lower Lumbar Pain: — (BT
ABDOMINAL: (Mark as many as apply) Sacro-iliac Pain: e Y s S
7 Nervous stomach [ Nausea C Muscle Spasm: O O .
(] Constipation [ Diarrhea ( Exlreme Pain V.
1 Indigestion 1 Loss of appetite | Pain level: 15 ) B
B ¥No pam Extreme pa.nv Frequency, CJ0-25% 126-50% 51 75% C176-100%
am: 1 e i e 1 e =

L L5 0

Symptom Number: CJ1 CJ2 (I3 (CJ4 CI5
HAND: (Mark as many as app!

Frequency: ET-JO-25% 426-50% [151-75% () 76-100%
Symptom Number: CJ1 12 (13 (14 56

Right  Left BPQh

FEET: (Mark as many as apply) Pain in Wrist: . 0O C
. Right 'Lenl Botlt\ Pain in Hand: = &3 &
‘s\wolu:» Ankds: o o o Pins & Needles (Hand): -
Foot Pain: = — = Numbness (Hand): o O
Numbness of Feet: t L - g ¥ No Pain Extrerme Pamv

Painlevel: (1 (O (3 O O3 C e ) i v

Swollen Feet: = =l =l : - 2
Frequency: (] 0-25% [—126-50% —1561-75% (1 76-100%

Cramps: | —_ =
VNo Pain Extreme Pain ¥ Symptom Number: (11 CJ2 C13 CJ4 15
Painlevel: (1 (O O OO OO 3L
Frequency: C10-26% (126-50% C151-75% C176-100% HIPS & LEGS: (Mark as many as appl
Please mark all actions that AGGRAVATE the abovs conditions: Pain in Buttocks: Location- [ _JRight [Left [_]Both
get\d‘ .“4\5““9«““9 \N"’\V‘\“S\“‘“g \,\1“‘9000"9?45\‘ “\“9 oo™ Pain in Hip Joint: Location- [ Right [ILeft [IBoth
Symplom#L.L 1. L 1oL b U e e S '*—1 : Pain Down Leg: Location- [ Right [—ILeft [—]Both
Sympom#z 1 1 [ 1 ) 3 I [ Region- [ Front []Back [ Side
Symptom #3 (] I e T Vet e —J L:,J -l ) ) Radiates to-[_ 1 Knee [ Calf [__|Foot
Smptom# 1 1 O O O O O O O Numbness Down Leg: Location- [ Right CLeft Both
ET 7, oo W U W (S N ] N o I S W s ] | Region- [ Front [ Back [ ] Side
Pins & Needles (Leg): Location- [_JRight [Left [_]Both
Please mark areas of radiating palnfromany of the above 5 areas of complaint: Region- [ IFront []Back [_]Side
Knee Pain: Location- [ IRight [ JLeft [_Both
o Lo ad™ pee et g “°“ N‘“ et \«\\“?’ 0*‘6\?\\‘> s % oa"‘ 90°‘ ' e ’ ‘ .
Symptom #1.CJ-- L1 - L3 3 LJ - - Leg Cramps: Location- [—IRight (—ILeft []Both
Symptom#2 [ [ (|3 1 O I a [ I s B z ] f' o [ m ::"
nCE - - v ,LVJN? e e ]rEfo[fg"]‘er‘,’j'"é
Ssmpom# O O O | O O 0O O 0O 0O O 0O O O O O Fr:' :Vce i ;‘2’(; . AF151 g
T % B A s Ry Ik Endds albys i




- Activities of Daily Living

Abdominal | Foot/Ankle Neck Mid Back Arm Low Back Hand Hip/Leg
Condition | Condition | Condition | Condition | Condition
P o

Head Shoulder Chest

Condition

Condition | Condition | Condition

Personal Care

Eating: - “

Dressing: - -

Grooming: - -
Bathing: - =
Eliminating: - L

Communication
Hearing:

Speaking:

Reading:

Writing:

Using a keyboard:
Activity

Sleeping:

Standing:

Walking:

Sitting:

Running:

Working:

Heavy lifting:

© Medium lifting:

Light lifting:

Lifting weights:

having sex:

during sports:

Working around house:
Working on hobbies:
Exercising:

Sensory

Hearing:

Seeing:

Feeling:

Tasting:

Smelling:
Recreation/mravel
Driving a car:

Riding in a car:

Riding in a boat:
Traveling in an airplane:
Traveling in a train:
Social Activities
Participating in group activities:
Speaking in public:
Emotional Stability: L
other

- |




Auto Accident Info:

» What was your position in the vehicle?
[IDriver _JFront Passenger [ Rear Passenger [ Pedestrian (notin car)
» What type of vehicle were you driving?
CJCompact Car CIMid Size Car CFull Size Car
CIFull Truck CIMini Van CFull Size Van [—1Small Sport Utility
CILg. Sport Util. = Motorcycle = —Motor Home CIBicycle
P What was your vehicle doing just prior to the accident?
[ Stopped at a stop light [ Slowing down to a stop
At a complete stop [lincreasing speed
IMerging into traffic Changing lanes

Traveling at an approximate speed of:

[ Compact Truck

CI5mph C310mph  CJ15mph 120 mph (325 mph 130 mph
135 mph =340 mph [J45mph (50 mph ([J55mph 160 mph
65 mph CJ70 mph CJ75mph (180 mph CJFaster than 80 mph
» Who hit who? :

[IYou were struck by another car [You struck another vehicle

TYou struck a stationary object

» What was your vehicles point of impact?
JFront [IRear CIRight Side  C—ILeft Side
CJRight Front  CILeft Front [JRight Rear  [ILeft Rear
P What was the other vehicle doing just prior to the accident?
I Stopped at a stop light [ISlowing down to a stop
At a complete stop Jincreasing speed
[—IMerging into traffic IChanging lanes

Traveling at an approximate speed of:

CI15mph CJ10mph CJ15mph 20 mph (25 mph (230 mph
CI35mph 340 mph [CJ45mph 150 mph CI55mph (160 mph
65 mph 3170 mph 175 mph 180 mph [ JFaster than 80 mph

P What was the other vehicles point of impact?
—IFront [IRear [JRight Side
CJRight Front  C—ILeft Front [JRight Rear

P Were you wearing seat restraints?
[CJFull lap and shoulder restraint
[IShoulder restraint only

CJLeft Side
[Left Rear

[“ILap restraint only
31 was not wearing a restraint

P What position were your vehicles head rests in?
JLowest position CIMiddle position
CIHighest position INo head rest in vehicle

P Did your vehicles air bags deploy?

IYes —INo

» Were you prepared for the impact?
[—JCame as complete surprise
[—JAware but not braced for collision

[—JAware and braced for collision

P What position was your head and neck in prior to the impact?
I Straight forward I Tilted forward IRotated to the left
CJRotated to the right Turned around [IToward rear view mirror

» What happened to your body at the moment of impact?

IBody was tensed for impact —IBody whipped forward/backward
—IBody torqued and twisted [—IBody was thrown over seat
JBody was thrown from vehicle [IBody was pinned in vehicle
[—IBody was thrown from side to side IBody was cut and bruised

» What was your mental/emotional state immediately following?
CIUnconscious IShaken up
IDisoriented [IShaken up & Disoriented

Worl Comp Irnjury s mmm——

If your in involved LIFTING, complete this section:
» From where were you lifting an object?

L JGround level L_JA surface below ground level {
CJA surface 1 to 3 feet high [_JA surface 3 to 5 feet high ‘
A surface above 5 feet high |

» How many pounds was the object you were lifting? j
11 to 5 pounds 15 to 10 pounds 710 to 20 pounds
120 to 40 pounds 140 to 60 pounds (_1Over 60 pounds

P What position were you in while lifting the object?
[_iBack was upright and straight = [_'Bent over at the waist
L 1Twisted to the left side L_JITwisted to the right side

P What type of pain did you feel immediately after the injury?

[_Gripping pain [_ISharp pain C_1Dull pain
C_JAches [_IPopping feeling L_IParalysis
If your injury involved FALLING, complete this section:

B From where did you fall at work?
[_1Onto the ground while walking  [_Onto the ground while running
C_JFrom 1 to 3 feet high C_From 3 to 5 feet high

L_JFrom 5 to 8 feet high L_JFrom higher than 8 feet

P What part of your body did you land on?

[ 1Head [ INeck C_JRight Shoulder [_ILeft Shoulder
C_IRight Arm CJLeft Arm [_JRight Hand CLeft Hand
C1Back C_IRight Buttock _Left Buttock [ Tail Bone
_IRight Hip L Left Hip [_Right Leg CJLeft Leg
[_IRight Knee [ _ILeft Knee [_IRight Foot C_ILeft Foot

P What other areas of your body were affected by your fall?

[ JHead [ Neck [_JRight Shoulder [ Left Shoulder
CIRight Arm [ LeftArm [C_JRight Hand CJLeft Hand

[ 1Back C_JRight Buttock {_JLeft Buttock C_Tail Bone
L_IRight Hip [_Left Hip [_IRight Leg CLeft Leg
CJRight Knee  C_Left Knee L_JRight Foot L_ILeft Foot
Other work related injuries:

[JRaised up from bending over [ 1Twisted at the waist

L_Wrist injury from repetitive use - __Wrist injury from pulling
(Please describe ALL injuries in your own words on page 1 of this form)

Job analysis information: !

P What regular activities did you, perform at work?

[_ISitting C_IStanding C_IWalking

[_JRunning [_IDriving CLifting
[_Bending/Stooping [ISquatting [ ICrawling
L_IClimbing L_JICrouching [_Reach above shoulders
C_JKneeling C_JPushing/Pulling C_IMaintain awkward position
P How much do you regularly lift at your job?

(Little tonone [ J1to10Lbs T 110to 20 Lbs ~ [ 120 to 40 Lbs

([ 140to60Lbs [ 160to80Lbs [ _1801to 100 Lbs [ Over 100 Lbs

P Do you regularly bend over while lifting? [ _Yes [ _No

P Are your hands subject to any of the below repetitive movements?
[_ILight grasping (left hand) __Light grasping (right hand) [_Light grasping both
[_JFirm grasping (left hand) - [ Firm grasping (right hand) [—)Firm grasping both

P Did you receive medical attention at the scene of the accident? L ITyping - Using a computer mouse

ClYes INo » How many hours do you regularly perform the below activities?

» Where did you go immediately following the accident? Sitting: C':-‘ 1-2 hours E 24 hours - (_14-6 hours - [ _J6-8 hours

CIHospital (JPersonal Doctor  [1This Office Standing: [ 1-2hours [ 2-4hours ( )4-6 hours [ _16-8 hours

CIHome [JResumed daily activities Walking: [ :'2 ggufs g zj :0“'5 E:ﬁ gg”"s ::_:]j g:g :ours
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