
WORKERS’ COMPENSATION QUESTIONNAIRE 
PLEASE ANSWER ALL QUESTIONS COMPLETELY. (PLEASE PRINT) 

 
Name:________________________________________________________SSN:___________________________Birthdate:_____________Age:_______ 
 
Address:______________________________________________________________________Phone:____________________Cell:__________________ 
 
Name of Compensation Insurance Carrier:_____________________________________________________Phone:________________________________ 
 
Address of Carrier:_______________________________________________________Date and hour of injury____________________________________ 
 
Employer Name:______________________________________Address_______________________________________Phone:_____________________ 
 
Nature of business (E.G. Construction, Manufacturer)_____________________________Your specific job_______________________________________ 
 
How long worked for company:____________________Injured at (Full address):____________________________________________________________ 
 
Did you report accident to employer?  yes  no         Name of person reported to: ________________________________________________________  
 
In your own words, describe type of work being done at the time of injury, and how accident happened:__________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
Where did you feel pain immediately after accident?___________________________________________________________________________________ 
 
Did you go to the hospital?  yes  no  Date Admitted:___________________________________ Date Discharged: _____________________________ 
 
Have you lost any time from work?  yes   no    If yes, list all dates lost from work: ________________________________________________________ 
 
If still off work, last date worked_________________________________________List date returned to work:_____________________________________ 
 
Due to accident are you currently working reduced hours or light duty?  Explain_____________________________________________________________ 
 
Did you consult any other Doctor? yes  no  If yes, Name & Address:__________________________________________________________________ 
 
Doctor’s diagnosis_____________________________________Treatment received__________________________________How long:_______________ 
 
Have you had physical therapy or Rehab? yes  no If yes, how often? ___________________________________Did it help? yes  no  don’t know 
 
Are your work activities restricted as a result of this accident?  yes  no Which ones:______________________________________________________ 
 
Since this injury are your symptoms  improving  getting worse  the same, Explain:_____________________________________________________ 
 
What types of medication are you taking?________________________________________________Do these medicines help?  yes  no  don’t know 
 
Have you injured this area before?  yes  no  If yes, when?___________________________If injured before did you lose time from work?   yes  no 
 
Prior to this accident, have you ever had any of the physical complaints similar to what you have now?  yes  no  don’t know If yes, describe: _______  
 
____________________________________________________________________________________________________________________________ 
 
Were these similar complaints the result of a previous accident(s)?  yes  no If yes, provide details of accident: _________________________________ 
 
____________________________________________________________________________________________________________________________ 
 
Do any other diseases or accidents affect your employment?  yes  no If yes, explain:_____________________________________________________ 
 
In your work do you have to favor any part of your body?  yes  no  If yes, explain:________________________________________________________ 
 
Do you have a history of absenteeism caused from accidents on the job?  yes  no  If yes, explain:___________________________________________ 
 
Have you ever had a Workmen’s Compensation claim before?  yes  no Describe:________________________________________________________ 
 
Before the injury were you capable of working on an equal basis with others your age?  yes  no  
 
Have you retained an attorney?  yes  no  Attorney’s Name:_________________________________________________________________________ 
 
Attorney’s address: ___________________________________________________________________________ phone:___________________________  
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