
Patient Intake & History (WC) 
Today’s Date: _______________________ Date of your work injury: _____________________ 

Patient Name: _______________________________ Sex   □ M     □ F          Age: _______ 

Date of Birth: _______________________ SSN: _____________________________ 

Home Phone#: __________________ Cell#: ___________________ Work#:________________  

Home Address: _________________________________________________________________ 

□ Married     □ Widowed     □ Single     □ Separated     □ Divorced      □ Minor 

Spouse’s Name: __________________________ Spouse Cell Phone# _____________________ 

IN CASE OF AN EMERGENCY, CONTACT 

Name: _________________________________ Relationship: ___________________________ 

Home Phone: (      ) _______________________ Cell Phone: (      ) ________________________ 

Work Phone: (       ) ______________________ 

Employer Name: ______________________________ Phone# __________________________ 

Occupation: _____________________Work Comp Insurance name: ______________________ 

QUESTIONNAIRE 

1. When did you start working for your employer? ____________________________________ 

2. Which of the following activities were required by your job duties? 

     □ Sit     □ Stand     □ Walk     □ Bend     □ Push     □ Pull     □ Reach      

     □ Work above shoulder level      □ Constant usage of the upper extremities/lower extremities 

     □ Kneel     □ Climb     □ Lift      □ The maximum amount lifted was up to _______ pounds 

3. Are you currently employed by the company that you were injured at?   □ Yes          □ No 

4. Are you currently working?     □ Yes         □ No         

        If yes, are you working for the same company?    □ Yes          □ No 
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   If no, what is the name of your current employer and what are your job duties: ____________ 

______________________________________________________________________________

______________________________________________________________________________ 

5. If you are currently not working, when was the last day that you worked? ______________ 

______________________________________________________________________________ 

6. If you are currently not working, are you an disability?   □ Yes          □ No 

      If yes, are you receiving benefits?     □ Yes          □ No 

          If yes, is your benefits being paid by: 

               □ EDD (State Disability) 

               □ Workers compensation insurance carrier 

7. How did you injure yourself and when did you first notice your pain (please give details) 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

8. What body parts did you suffer injuries to from this accident?  

□ Head          □ Neck          □ Upper Back          □ Mid Back          □ Lower Back 

□ Shoulder R / L          □ Arm R / L          □ Elbow R / L          □ Wrist R / L          □ Hand R / L 

□ Leg R / L          □ Knee R / L          □ Ankle R / L          □ Foot R / L          □ Other ______________________ 

9. Who did you report the injury to after it happened?           

       □ Employer       □ Supervisor          □ Other: ________________________________________ 

10. Did you continue to work your shift after the injury?        □ Yes     □ No 
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11. Were you sent to a doctor?    □ Yes          □ No 

         If yes, were you sent    □ The same day     □ The next day     □ Other: __________________ 

12. What doctors did you see? 

         □ Chiropractor      □ Orthopedic      □ General Practitioner      □ Other: _________________ 

13. What kind of treatment was provided? 

         □ Medications      □ Brace      □ Injections      □Therapy      □ Other: ____________________ 

14. What kind of therapy did you receive and for how long?                

         □ Physical Therapy # of sessions: _______      □ Chiropractic Therapy # of sessions: _______ 

         □ Acupuncture Therapy # of sessions: ________ 

         □ Other ___________________________________________________________________ 

15. Did you have any diagnostic studies performed?       □ Yes          □ No 

            If yes, what type of study and what body parts? 

                          □ X-Rays: __________________________________________________________ 

                          □ MRI: ____________________________________________________________ 

                          □ CT Scans: ________________________________________________________ 

                          □ EMG/NCV Test: ___________________________________________________ 

                          □ Other: __________________________________________________________ 

16. Have you had any previous problems with the current injured body parts?   □ Yes        □ No 

         If yes, explain:______________________________________________________________ 

17. Automobile Accidents: 

       Have you had any prior motor vehicle accidents?    □ Yes          □ No 

               If yes, what body parts were injured?_________________________________________ 

       ___________________________________________________________________________ 
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18. Industrial Injuries:  

       Have you had any prior industrial related injuries?   □ Yes          □ No 

          If yes, what body parts were injured? ___________________________________________ 

       ___________________________________________________________________________ 

19. Non-Industrial Injuries: 

        Have you had any prior non-industrial related injuries?   □ Yes          □ No  

             If yes, what body parts were injured? _________________________________________ 

       ___________________________________________________________________________ 

         Prior to the above industrial injury, were you in a good physical condition?  □ Yes       □ No 

              If yes, explain: ___________________________________________________________ 

20. Height & Weight: 

       What is your height? ______ feet ______ inches            What is your weight? ______ lbs. 

       Dominant hand?  □ Right          □ Left 

21. Are you pregnant?    □ Yes         □ No 

        If yes, how many months? _________________________ 

22. Patient’s Complaints:  

         Do you have any pain?     □ Yes         □ No 

         What body part(s)?  □ Headaches      □ Neck      □ Mid back      □ Low back       

          □ Shoulder R / L      □ Elbow R / L      □ Wrist R / L      □ Hand R / L      □ Hip R / L 

          □ Knee R / L       □ Ankle R / L      □ Foot R / L      □ Chest Pain 
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Rate the intensity of your pain today next to body part affected, use scale below. 

No Pain                                                                                                                                         Most Pain 

    _________________________________________________________________________ 

     0             1            2             3             4             5             6              7              8               9             10 

                      Mild Symptoms                 Moderate Symptoms                    Severe 

       What does the pain feel like?   □ Dull     □ Sharp     □ Burning     □ Throbbing      □ No Pain 

          □ Numbness and tingling sensation at: _____________________________________ 

          □ Radiating pain from _________________________ to _______________________ 

       How often do you feel the pain?  □ Rare     □ Occasional      □ Intermittent       □ Constant 

       Activity or position that makes the pain worse?      □ Movement      □ Lifting      □ Bending 

       Activity or position that makes the pain less?   □ Ice      □ Medication      □ Therapy      □ Rest 

       Is there any stiffness?     □ Yes          □ No      Where is it? ____________________________ 

       Is there any weakness?   □ Yes          □ No      Where is it? ____________________________ 

       Is there any swelling?      □ Yes          □ No      Where is it? ____________________________ 

       Is there any grinding?      □ Yes          □ No      Where is it? ____________________________ 

       Is there any locking?        □ Yes          □ No      Where is it? ____________________________ 

       Is there any giving way?  □ Yes          □ No      Where is it? ____________________________ 

       Do you have any deformity/scar?    □ Yes          □ No      Where is it? ____________________ 

 

 

 

________________________________         __________         ____________________________ 

Patient’s signature                                                   Date                   Interpreter’s name (if applicable) 










