N

o Surgery of fhéHé}"rrd- -

e 619/291-2430

CE LR fax: 291-4048
TodaysDate: [/ Date of injury or onset of problem__/__ /[
Patient Name: Home Phone: { )
Address: Chy:_ Zipx

HanDep

Age: Birthdate:__/ /[ Sex: & . Socid Securlty No.: - -
Employers Name, . Work Phone:( )
Emnployer's Address _ City:_ - Zip:
Work Comp.Ins.Carrier, Phane:( b)
Adjuster. Claim #: WCAB #
Attorney: Address: City:
Occupation at time of injury:
Leng‘fb of empioymepT prior 1o injury. Years Months

(Flease be as delailed as possible:How it happened: ete.)

Pimary complcint at time of injury.

Current complaints:(Give details: area involved, weakness loss of motion:pain: severty, frequency, activity)

Things i can't do:

Things that aggravate my symptoms:




" DISABILITY INFORMATION

Did you continue working at the time of the injury? () Yes ()No
Are youworking now? () Yes ()No, ifnot;lastdayyouworked__ [ [
Employer:

Are you st workdng for same employer (JYes ()No

Ust dates of disabllity from thisinjury: ____f__ [ = to _ /[ fo

Have you ever been disabled for any otherreason? ()Yes (ONo
When? / /. 1o / /. ‘Why?

When?___f__/  to __ |} Why?

Are you doing the same job as when you were-hlred?  ()Yes (ONo
it not what are you doing that's different?

OTHER INJURIES

INDUSTRIAL T
1.Employer, Date. [ [ Body peart injured
2.Emplovyer Date__ /[ . Body part injured
3.Employer Dote__ /[ Body port injured
NON-INDUSTRIAL

4. Date_ f [ Body part injured
5, Date_ /. f Body part injured
&. Dcte___/_ Body part injured

LIST ALL DOCTORS WHO YOU HAVE SEEN FOR YOUR CURRENT INJURY

Doctor

Speciality
Doctor Speciality
Doctor Speciality

Have you ever had an injury iike this before? ()Yes ()No
Are you or have you taken any medication for this injury? ()Yes (INo

Medication Medication

City
Cty
City

Have you had any tests for this injury? Blood tests (), Xrays (). CTscan (), MR! scan (}, Bone scan ().
EMG/Nerve conduction studies (), Vascular studies ().

Other
WORK HISTORY
(latest employer first)
Employer, Job Oates___/__to__ ¢
Employer Job Dates. | _to_ ¢
Employer. Job Dates / to /




' DESCRIBE JOB AT THE TIME OF INJURY |

TITLE ' Years at job,
Please describe job tasks during a typical workday: Hours spent:  Sitting 12345678
Standing 12345678

Crawling 12345678
Climbing 12345678

Other Activities:
Not Less ithan 1/3rd 1/3102/3rds Greater than 2/3rds
at all of the work day. of the work day. of the work day.
Pushing/Pulling QO @] ) ®
Typing . Q) O O O
Reaching above shouiders () Q) @) ]
Reaching above head O () () O
Ufting/Gripping 0to 101bs, () () ' . §]
Lifting/Gripping 10 1o 25# 0 O - O 9]
Lifting/Gripping 25 to 502 O 0 ) O @]
Litting/Gripping 50 to 100# () O () ()
Lifting/Gripping over 100¢ (O O ] )
Are your hands used for repetitive octions?, such os:
Simple Grasping Fnn Grasging Fine Manipulation Writing
Right Hand O O (3 O
Left Hand O Q) O O

Plegse make any additional comments relaled to your current problem

To the best of my knowledge the above is accurate and complete.

Signed Date / /




