WORK/COMP QUESTIONNAIRE

hamea; Daaie of Accidenl:

1. Name ol employer al tima of accldant;

2. Langth of tima worked tharg prior to accident:

3 Type of work belng done at time of injury:

4, Inywour ownowonds, please describe accidant:

&, Hawve you been Ireated by ancther dactor or this accident? 1] MNo

If yas, pleass list doctor's name and addrass:

VWhat typa of treatment did you receive?

How long wena you treated by thia doctor?

& Are youw i) Improved { ) unchanged { }getting worss
7. What typea of medicines ara you laking?

Do these medicines help? | J¥as { JMo  { ) Doa't know
A. Have you had physical therapy? [ }Yea { I Mo It yas how olten?
{ yDaily [ }Everyotherday { )Several mesaweek | }Weakly { )Every other week
[ YManthly i) Other
Doas the phyaical therapy halp? { 1Yes { NG i }0on't know
9, Prior to this accident, have you aver had any of ihe physlcal complaints similar b what you have now?
{ Y¥es ( ¥Me ( }Don't know
it yas, dascriba:
Wara theas similar complaints the resulis of a previous accident(s)? ( JYes [ JMo

Flease provide detalia of accldent|sk

10, Have you had any other aarious accldents which required medical cara? [ )'Yes { )Mo
Dascriba:

11. Have you had any aerlous |linesses that required hospllalization? [ 1Yes { JTMo
Describa:




12, Have you had any surgeries? [ J¥es [ I1No

If yos, I15t type of surgery and date:

13. Hawve you had any nerous of mental ilinesses? { }Yes { 1Mo

Have you had paychiatric cara? { ]Yasg i THa
14, Have you recaived a madical discharge from the Armed Forces? [ jYes | Mo
15. Hava you rélurned to work since this accident? | JYes | }No

if you have returned to work since your accldent, plaase fill out the information below;

' DATE EMPLOYER GCCUPATION I.HIE[F:TWT‘W

FULL-TIME
PART-TIME

CURRENT MEDICAL COMPLAINTS

BACK PAIN:
1. Gurrently, | have pain in my: { }low back ( ymidback { )upper back
2. My paln bagan: i Jgradually [ )auddanly
3. 1 have pain: | }sometimes [ )all of the fime
4. My paln goes Into my: ( Jrightieg: [ )lef lag { )both
5. | hava tingling and/or numbness in my: () right leg { )leftieg { }both
. My pain |3 worse when I;
cough or aneare [ )'Yes { }No
alt { M¥es [ IHNo
bend { )YYes { 1Mo
walk { }Yes [ 1No
It { }Yes { INo
push { }Yes { IMs
pull [ }Yas { JHo
7. My back |s worse with sexual activity ([ ) Yes { Mo
8. My paln wakea me up during the night [ ) Yes [ ¥No
8. Changas in the weathar affect my pain [ ) Yes { Mo
NECK PAIN:
1. My neck pain began: { Jgradually { )suddenly
2 1 have pain: { )ysometimes { )all of the time
3. My pain goas ko my: { }right arm { )heftarm { Jboth

4. | have tingling andfor numbnesas In my: (- )right amm { ) haft arm { )bath




NECK PAIN (continued):
5. My pain is worse whan I;

cough or anaeza { }¥eas { 1Mo

bend forward { }Yas { THo

lift [ }Yaa { JHo

push { }Yes { Mo

pull [ ]Yes { }MNo

turn my hasd [ 1Yes { ¥No

8. My pain wakes me up during the nlght [ 1Yea { }Mo

T. Changeas in the waathas attect my pain [ ) Yes { }Mo

8. | have neck slitfneas [ I¥es { }Mo

2. | have headaches { i¥es [ }Ma
10, If 1 do get headaches, they occur { )aometimes { )all of the time

OTHER PAIN:

Flease deacriba any cument medical complainta which you are expariancing and were not previously coverad an thia
quaestionnaire, or llat any additional comments you wish 16 make regarding your condition:

JOB DESCRIPTION:

{In terma of an &hour workday, "occasiondlly'” means 33%, “fraquantly’” means 34% 1o 86%, and “continuously” means
67% to 100% of the day),
1. In a typical B-hour workday, [- {Circle ¥ of hours | actiety)

=it 1 2 3 4 5 8 T .1 haurs
Stand: 1 2 3 d 5 B 7 8 hers
Walk: 1 2 3 4 L] B T 8 h&ura

2. On tha job, | parform the following activitbes:
MOT AT ALL QCCASIOMALLY FREQUENTLY CONTINUQUSLY

Bend | stoop i) i) {1 ()
Squat P} (. {1 [
Crawl (] (. (I ()
Climb [} [ ¥ {1 {1}
Reach abcve

shouider level () () {1} {1}
Crouch [} [} {1} [}
Krsal [} [} {1} {1}
Balancing [ ] {1} i} i}
Fuahing / Pulling () () { ) i}
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On the job, | Nft:

MOT AT ALL CCCASHOMNALLY FREQLENTLY CONTINUOLUSLY

Uig to 10 pounds [ |

11 to 24 pounda {

25 10 3 pounds {

35 to 50 pounda i

51 to T4 pounda [
[

75 to 100 pounds 1
Do you have to bend over while dolng any IRing? { jY¥es { JMNo

S Sl gyl gl Nagpl gl

Are your fest used for repelilive movements, such as In operating foot controls? [ ) Yes

Do you use your hands for repatilive actions, such as:
SIMPLE GRASPING FiRM QRASPING FINE MAMIPULATING

)

Right hand { J¥es { )Mo { YYes { }No { JYea { )Mo
Left hand { ¥¥es ( JHa { i¥ea [ }MNa& i }Yes [ jMHo
Are you regquired to work on unprotected halghta? { }Yes [ 1o
Dascriba:
Ara you required to be around moving maghinery? [ 1¥es { Mo
Craemc il
. Ara you exposed to marked changes In temperature and humidity? { JYes [ )Mo
Deascribe;
Ard you required Lo drive automolive equipmant? | }Yes { JHo
Deacribe:
Are you axposad to duat, fumes andlor gasas? [ ]Yea { IMo
Deacribe:

Plaasa [1at any additional commanta:

Signature: Date:




