
Work Injury Form

Name:                                                                               Today's Date:                                    DOB:                                      

Report of Incident: 

Date of Injury:                  /                     /                     Time of  Injury:                           ❑ A.M.  ❑P.M.
Was your accident directly related to your work?  ❑Yes     ❑No  
Address of where the work injury occurred:                                                                                                 
Did the incident render you unconscious?    ❑Yes     ❑No    If yes, for how long?                                    

Please explain the details of the work injury to the best of your knowledge:                                                               
                                                                                                                                                                                   
                                                                                                                                                                                   
                                                                                                                                                                                   

Was anyone present during your accident?  ❑Yes   ❑No       
Did you report the accident to your employer?  ❑Yes     ❑No
What recommendations did your employer make just after your accident? 
                                                                                                                                                                                                     
Has this type of accident happened to you before?  ❑Yes     ❑No   
To the best of your knowledge, has this accident occurred in your workplace before?  ❑Yes     ❑No 

In general: 
     Is your job physically stressful? ….........  ❑Yes     ❑No              Is your job mentally stressful? …...........  ❑Yes     ❑No  
     Is your workplace noisy? …...................  ❑Yes     ❑No              Have you changed jobs in the last year?  ❑Yes     ❑No 

Insurance Information:

Employer:                                        Insurance Company:                                        Telephone #:                                             
Address:                                                                City:                                         State:                              Zip:                       
Name of Claim Representative:                                                                Telephone #:                                                             

Attorney Information: 

Name of Attorney/Law Office:                                                                         Telephone #:                                                      
Address of Attorney:                                                               City:                                     State:                     Zip:                  

Work: 

To evaluate the effect that continuing work will have on 
your recovery please complete the following: 
Have you been able to work since the injury?  Yes   No ❑ ❑

Are your work activities restricted as a result of your 
injuries sustained?  Yes   No ❑ ❑

How many hours are in your normal work day?                     

What can you do for work with minimum physical effort 
and for how long?                                                         N/A❑

Prior to the injury were you capable of working on an equal 
basis with others your age?  Yes     No     N/A❑ ❑ ❑

While in recovery, is there any light duty work you could 
request?     Yes      No      N/A ❑ ❑ ❑

Please indicate your daily job duties and any activities in 
which you are occasionally asked to perform:  

 Standing                     Sitting   ❑ ❑
 Walking                      Lifting ❑ ❑
 Driving                       Twisting ❑ ❑
 Crawling                     Bending ❑ ❑
 Operating equipment  Working with arms above head ❑ ❑
 Typing                         Stooping ❑ ❑
 Other: ❑                                            

Medical Care: 

Have you gone to a Hospital or seen any other Doctor?  ❑Yes  ❑No 
When did you go?  Just after accident❑   Next Day  ❑ Other:                   
Mode of Transportation:  Ambulance  Privately transported❑ ❑
Name of Hospital and/or Attending Doctor:                                             

Were X-Rays taken?   ❑Yes  ❑No 
If yes, what :                                                         
Describe any treatment you received:                    
                                                                  

Patient Signature:                                                                                        Today's Date:                                                       


