WORKER'S COMPERSATION FORM

Patient Name Social Security #
Address City State
Age Sex Height Weight Zip
1. Company's Name
Address City State
Supervisor's Name Zip

2. Did you report this accident to your Foreman/Supervisor?

3. Time and date of accident

Have you lost any time from work because of this accident? [ Yes [ No

If yes, give dates of lost time. From ‘ To

Totally disabled from 10 Partially disabled from 0

4. Did you see the company doctor or require hospital care?

If yes, list doctor's name and treatment

5. Are you still under care by another physician?

If so, who?

6. Before the injury were you capable of working on. an equal basis

with others your age?

Present occupation .

How long have you worked for the above employer?
9. Did you lose time off from work due to the above accident?

List duties

10. Have you retained an attorney? If so,
Name Address '
City . State Phone #

Please explain in detail how and where accident took place:
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NOTE: Health care provickers shall leghly and acaurately conplete all sedions of this famm limiting their resparses to their area of expartise.

1. Insurer Name: 2 MisitReview Dote: FORINSURER USE OMLY

3. Injured Brployee (Patient) Name: 4. Dede of Birthe 5. Socia Security #

6. Deate of Accident: 7. Enmployer Nare 8 Irlﬁai visit with this physician?
N D YES

9. | Nochangeinltens 9-13d since last reported visit. If checked, GOTOSECTIONIL

10. Injury/ lliness for which treatment is sought is:
0 &) NOTWORKREATED 71 by WORKRELATED ] ) UNDETERVINED as of this date

11. Has the patient been determmined to have Chjective Relevant Viedical Findings? Pain ar abnomral anatorrical findings, in
the absence of cbjective relevant medical findings, shall not be an indicator of injury andVor illness and are not compensable,
£ a NO [ b YES T ¢ UNDETERMNED as of this date
If YES or UNDETERVINED, explain:

12 Diagnosis(es):

13 Maior Contributing Causse: Vihen there is rrore than one confributing cause, the reported worlerelated injury nust
contribute nrore than 505410 the present condition and be based on the findings in ltem11.
a) Is there a pre-existing conciition corfributing to the current medical disorder?
O a)) NO 0 a) YES 71 a) UNDETERMINED as of this date
b Do the ojective relevant medical findings idertified in lterm 11 represent an exacerbation (termporary worsening)
or aggpavation (progression) of a pre-esdsting corclition?

0 by) NO [ by esacerbation ] by} aggravation [ hy) UNDETERVMINED as of this date
c) Are there ather relevant comorhicities that will need to be considered in evaluating or managing this patiert?
71 &) NO ] c2 YES
d) Ghven your responses to the lterms above, is the injueyiliness in cuestion the mejor contributing cause for:
] di) NO 00 oy YES the reported medical concition™?
[1 dg) NO [ dg} YES the treaiment recommencied (managerment/ftreatment plan) 7

D d;) I\D [ ) YES fhe funciional llmmasaﬂlﬁslrlcha'smnlnd?
e PATIE\ITCLASSIFIQATIC]\ILEVE_

1 LEVEL | - I@y - specific, well-cefined medical concition wmdearcmelanmbetwam d:;ectwe relevart
pPhwsical ﬁncingsa‘nd patients’ subjective complaints. Treatment correlates to the specific findings.

15 LEVEL 1l - Key issue: regcrd a’m‘dlzedcbeuﬂtlmrg(le.chﬁutsmsuam Tlexibility, enchirance, and
rotor contral. Treafiment: physical reconditioning and functional restoration

16. LEVEL Il Key issue:  poor camrelation between patient's conplaints and olbjective, relevant physical findings, indicating
both sametic and non-samatic dinical factors. Treatment interdisciplinany rehatilitation and managerent.

17. LEVE.LI“EI’E%VIAS G= TI'-IS DATE

i ce-,.s|rﬂ atih - = .. .

19. No change in terrs 20a - 20g since last report subaritted. H checked, GO TO SECTIONIV

20. ﬁefdlmrg proposed, sd:secpant clinical service(s) is/are dested rrecicallyrmessa‘y

speci
Idertify specialty & provide rationale:
[ a) CONSULTONLY [0 ap) REFERRAL & COVIANAGE 7] a,) TRANSFER CARE

0 b) Diagnostic Testings (Specify)

[ ¢ Physical Medicine, Check appropriabe bax and indicate specificity of services, frecuency and duration below:
[ ) Phwsical/Cooupational therapy, Chiropradiic, Osteopathic or conparable physical rehahilitation.
[ ¢} Physical Recondtioning (Leve! || Patient Classification)
U G} Inerdscplinary Rehabilitation Prograim (Level 1l Patient Classification)
Soedhic insruction(s):

| Phammaceutical(s} (specify):

0 DIVE or Vedical Supplies:

228

] Surgical Intervertion - specify procedire(s):

£ InOffice:

[ ) Sugical Fadlity:

1 f3) Iriecable(s) (g pain managenent):

7 ¢ Atterxiant Care:
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- FUNCTIONAL UMTAFCNSAI\D RESTRICTIONS Chimimead
Asagmnrt af Im'ltaﬁcns or restrictions must be based upon ﬂnnyuederrﬁqeesspeaﬁc d:mn'
dysfunction or stafus related to the workiinjury.  However, the preserce of dyective redevartt rredical findings
does not rmlyeqﬂetomatara’:clmﬂm ar restriction in functicn.

0 21 Nofunctional liritations identified or restrictions prescribed as of the folowing date:

0 22 The injured workers' functional fimitations and restricions, identified in detail mlanga'eofsmSe\mty ﬂ*a:hefshe
cannck performactivities, even af a sedeniary level (e.g hospitalization, cognitive inpainrent, infection, cortagion),
as of the following datex: . Use addffional sheet if needed,

O 23. The injured worker may retum to activities so long as hefshe adheres to the functional limitadions and restrictions
identified below Idertify ONLY those functional activities thet have specific limitations and restrictions for this
patient.  Identify joint ancfor body part . Use ackitional sheet if neeced

Load Freguency & Duration ROV Position & Cther Pararreters

:
a
iy

A

2
!
b

7

N ) i ‘e |
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Ciher choices; SanCortacb‘quosue; Selmy'l-iarﬁDacterrly' Cognitive; Crawd; Visiory DrivefOperate Heavy Ecpépment;
Ewvironmmenial Conditions: heat, cold, working at heights, vibration; Auditary; Specific Job Task{s); etc.

NOTE Any furclional limitations or restrictions assigned above spply to both on and off the job activities, and are in
effect unitil the nexd schadckded appointment Lndess ctherwise roted ar modified prior to the appoirtiren cate.

Smﬂ/ﬂmeﬁxmaﬂhmmmms arnd restrictians, in lterm 23, which a'epemmﬁMW/HRhavebeavassgm.rn Item24.
- MAXINLIVINEDICAL INPROVEIVENT /. PERIVANENT INPAIRVENT RATING - : :
24. Pahent has acl’ueved rrecdnmumredical improverrent?

0 a) YES, Date: [ by NO J ¢ Anticipated MV date:
N o) Anticipated MV date cannot be determined at this time. Fuire Viedical Care Artticipatect @) [ Yes ) T No
Carments:
26, Y Permanent Inpainment Rating {body as awhole) Body part/systent

26, Guide used for calculation of Penmanant Inpainent Rating (based on date of accident - see instructions):
M a) 1996 A UniformPIR Schedule [] bB) Cther, specify

27. Is a residual dlinical dysfunction or residual functional loss ardicipated for the workcrelated injury?
O a)YES 0 BNO c) Undetenined at this time,

2& | l\hxtScheoljedAnnrinert Daae&Tn'B: '
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e degree of imedical cataity based on djedive relovart medical fird emammﬁmW?WMHmﬂmEM7

reqarorg s patiart, ard fieve beon Shared with tfe patiert.” cmemMWﬁHrﬁmﬂnmmﬁﬂmmmm”
Physician Grougx
Physician Sioreture: Physclm DOH Licerse #
Physician Nome: . Physician Soecialty:
(pIiTE reave)

If any direct hillable services for this visit wiere rendered by a provider cther theet a physician, please corrplete sections balow
1 horaty atest it al reqoornses harain reldting to services | renctred fenve bearn imedk inacoordarce with he ingnuctions &s part of i
fam loareasoralie degree o medical certaity based an dyedive relevart imedical firdirngs, are corsistert vt my medical
cbaurertaionregadig s petiert, adheve been staredvith tfe petiert”
Provider Signahee: Provider DOH Licerse #
Provider Name: Do
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