Vineyard Chiropractic
2577 E Vineyard Ave.
Oxnard, CA 93036
(805) 485-8181

WORKER’S COMPENSATION PATIENT INFORMATION FORM

First Name: __________________________ M.I. _____ Last Name: _______________________
Sex: 	_______ Male	_______ Female 		Marital Status: □ M □ S □ W □ D	
Date of Birth: _____ /_____ /_____ 	Age: _______ Email: ______________________________
Address: ______________________________________________________________________
City: _________________________	 State: _______	   Zip Code: ____________________
Home #: ________________________	Cell #: ____________________________________
Driver’s License #: ________________________	 Social Security #: ______ - ______ - ______
Emergency contact: ________________________	Phone #: ________________________
Employer (Current): _____________________________________________________________ 
Employer (at time of injury): ______________________________________________________ 
Date of Injury (s): _______________________________________________________________
Do you have group insurance?  _______ Yes	_______ No    Name: ________________________
Claim Number (if known): ________________________________________________________
Do you have an attorney? ___________________________ Pregnant? _______ Yes _______ No
	I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and me.  I authorize payment from my insurance carrier directly to this office with the understanding that all monies be credited to my account upon receipt.  I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment.  I understand that if I suspend or terminate my care and treatment that all fees for professional services rendered me will be immediately due and payable.  In the event of my default, I promise to pay legal interest on the indebtedness together with such collection costs and reasonable attorney fees as may be required to effect collection.



Historian Signature: ___________________________________   Date: ____________________
Patient Signature: ____________________________________    Date: ____________________
Guardian’s Signature: _________________________________    Date: ____________________
JOB DESCRIPTION

1. Occupation: ___________________________________________________________________
2. How long have you been employed, at this job, with this company? ________ Years ________ Months 
3. My usual work schedule is ________ hours per day, ________ days per week.

In a typical 8-hour work day, I: (circle the number of hours/ activity)                                                                                     
Sit:          1     2      3      4      5      6      7      8      hours                                                                                                                                                    Stand:    1     2      3      4      5      6      7      8      hours                                                                                                                                                    Walk:     1     2      3      4      5      6      7      8      hours                                                                                                                                                    

On the job, I perform the following activities:                                                                                                                                       
                              NOT AT ALL             OCCASIONALLY            FREQUENTLY           CONTINUOUSLY                                      Bend	                        ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          Squat                            ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          Crawl                            ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          Climb                            ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          Kneel                            ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          Balancing                     ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          Pushing/pulling          ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          

On the job, I lift:
                                     NOT AT ALL             OCCASIONALLY            FREQUENTLY           CONTINUOUSLY                                      Up to 10 pounds               ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          11 to 24 pounds                ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          25 to 34 pounds                ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          35 to 50 pounds                ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          51 to 64 pounds                ❐                                  ❐                                  ❐                                  ❐                                                                                                                                          75 to 100 pounds              ❐                                  ❐                                  ❐                                  ❐      
Do you have to bend over while doing any lifting? _____ Yes      _____ No                      

Are you required to work on unprotected heights?  _____ Yes      _____ No                                                                                Describe: ____________________________________________________________________________                                  _____________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                    
Are you exposed to marked changes in temperature and humidity? _____ Yes      _____ No                                                                                Describe: ____________________________________________________________________________                                  _____________________________________________________________________________________ 
Are you required to drive automotive equipment?  _____ Yes      _____ No                                                                                Describe: ____________________________________________________________________________                                  _____________________________________________________________________________________                 
Are you exposed to dust, fumes, and/or gases?  _____ Yes      _____ No                                                                                Describe: ____________________________________________________________________________                                  _____________________________________________________________________________________              
Do you use any tools (i.e., shovel, hoe?  _____ Yes      _____ No                                                                                Describe: ____________________________________________________________________________                                  _____________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                    
                                                                                                                                                                                                                                                                                                                                      Please describe a typical workday: ________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

History of Injury

1) Explain in detail how the injury occurred?  (lifting, bending, walking, carrying, standing, etc.) ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2) What were your initial complaints (i.e., low back pain, neck pain, etc.)?  When did the pain being? Was the pain intense at first, or did you feel pain that gradually worsened?_______________________ __________________________________________________________________________________________________________________________________________________________________________

3) Did you finish what you were doing?  _____ Yes      _____ No                                                                                Please explain: ________________________________________________________________________                                 _____________________________________________________________________________________      _____________________________________________________________________________________

4) What date did you report this accident? _____/_____/_____ To whom did you report this accident? _______________________What is their position? _________________________ Was there a witness to your accident? □ Yes □ No If yes, what was their name? ______________________________ What is their position? _________________________ 

Doctor #1: Name: _______________________________________ Date of first visit: _____/_____/_____ Were you examined? □ Yes □ No     Were x-rays taken? □ Yes □ No          ___ MRI scan    ___ CT scan     
What body parts? _____________________________________________________________ 
Did you receive any of the following?    ___ Physical Therapy ___ Injection    ___ Surgery   
    ___ Medication 
What benefits did you receive from the treatment? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How has this treatment affected you?  ___ No help    ___ Very little   ___ some relief   ___ Much benefit  
Did he/she place you on disability? ___ Yes    ___No      When? _________________
    If no, have you been released to regular duties?        ___ Yes    ___ No                                                                                                                          .   If no, were you returned to work with restrictions?   ___ Yes    ___ No
Date of last treatment: _____/_____/_____

Doctor #2: Name: _______________________________________ Date of first visit: _____/_____/_____ Were you examined? □ Yes □ No     Were x-rays taken? □ Yes □ No          ___ MRI scan    ___ CT scan     
What body parts? _____________________________________________________________ 
Did you receive any of the following?    ___ Physical Therapy      ___ Injection    ___ Surgery   
       ___ Medication 
What benefits did you receive from the treatment? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How has this treatment affected you?  ___ No help    ___ Very little   ___ some relief   ___ Much benefit  
Did he/she place you on disability? ___ Yes    ___No      When? _________________
    If no, have you been released to regular duties?        ___ Yes    ___ No                                                                                                                          .   If no, were you returned to work with restrictions?   ___ Yes    ___ No
Date of last treatment: _____/_____/_____

Doctor #3: Name: _______________________________________ Date of first visit: _____/_____/_____ Were you examined? □ Yes □ No     Were x-rays taken? □ Yes □ No          ___ MRI scan    ___ CT scan     
What body parts? _____________________________________________________________ 
 Did you receive any of the following?    ___ Physical Therapy      ___ Injection    ___ Surgery   
       ___ Medication 
What benefits did you receive from the treatment? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How has this treatment affected you?  ___ No help    ___ Very little   ___ some relief   ___ Much benefit  
Did he/she place you on disability? ___ Yes    ___No      When? _________________
    If no, have you been released to regular duties?        ___ Yes    ___ No                                                                                                                          .   If no, were you returned to work with restrictions?   ___ Yes    ___ No
Date of last treatment: _____/_____/_____


CURRENT COMPLAINTS
Neck pain:
	1.  My neck pain began:     ____ Gradually         ____ Suddenly                                                                                                   	2. My pain goes into my:    ____ Right arm        ____ Left arm    ____ Both                                                                                          	3. I have tingling and/or numbness in my:                                                                                                                              	              ____ Right arm    ___ Left arm    ____ Both                                                                                                                    	4. My pain is worse when I:                                                                       					    Cough or Sneeze:	                                                ____ Yes    ____ No					    Bend Forward:       	                                                ____ Yes    ____ No					    Lift:                             	                                                ____ Yes    ____ No					    Push:                         	                                                ____ Yes    ____ No					    Pull:                               	                                                ____ Yes    ____ No					    Turn my head:          	                                                ____ Yes    ____ No					    My pain wake me during the night: 	                   ____ Yes    ____ No					    Changes in the weather affect my pain:                ____ Yes    ____ No					    I have neck stiffness: 	                                                ____ Yes    ____ No					    I have headaches:  	                                                ____ Yes    ____ No					    If I do get headaches, they occur:         ____ Sometimes        ____ Constant 

Back pain:
[bookmark: _GoBack]	1.  Currently, I have pain in my                                                                                                  			         ____ Low back        ____ Mid back       ____ Upper back                                                                                          	2.  My pain began:          ____ Gradually       ____ Suddenly                                                                                                                         	3. My pain goes into my:               ____ Right leg                ____ Left     ____ Both                                                                    					  ____ Right buttocks 	____ Left Buttocks  ____ Both			4. I have tingling and/or numbness in my:								     ____ Right leg    ____ Left leg     ____ Both								
5. My pain is worse when I:						                                                                     	    Cough or Sneeze:	                                                ____ Yes    ____ No					    Bend Forward:       	                                                ____ Yes    ____ No					    Lift:                             	                                                ____ Yes    ____ No					    Push:                         	                                                ____ Yes    ____ No					    Pull:                               	                                                ____ Yes    ____ No					    Sudden Movements:          	                                 ____ Yes    ____ No					    My pain wake me during the night: 	                   ____ Yes    ____ No					    Changes in the weather affect my pain:                ____ Yes    ____ No					
PAST MEDICAL HISTORY
Past work related injuries
1) Have you have any prior work related injuries?   ____ Yes    ____ No
If yes, complete the following:  	
Date of injury: ___________________	Employer: ___________________________ 
What part of the body? __________________________
Did you receive any treatment for this injury? ____ Yes    ____ No 					                           Were you ever on disability for this injury?      ____ Yes    ____ No   If yes, how long? _____________       Did this injury completely resolve? ____ Yes    ____ No   If no, did you have any residual pain? Where? ____________________________________________________________________________  
2) Have you have any prior work related injuries?   ____ Yes    ____ No
If yes, complete the following:  	
Date of injury: ___________________	Employer: ___________________________ 
What part of the body? __________________________
Did you receive any treatment for this injury? ____ Yes    ____ No 					                           Were you ever on disability for this injury?      ____ Yes    ____ No   If yes, how long? _____________       Did this injury completely resolve? ____ Yes    ____ No   If no, did you have any residual pain? Where? ____________________________________________________________________________  

PAST NON-INDUSTRIAL INJURY HISTORY
1) Have you ever been involved in an automobile accident? ____ Yes    ____ No                                                                        
If so, when? _____________________________ Did you sustain any injuries? ____ Yes    ____ No 	   If yes, which part of the body? ______________________________ 					 Did you receive any treatment? ____ Yes    ____ No     If yes, by whom? ______________________ Did this injury completely resolve? ____ Yes    ____ No 	                                                                                   Have you sustained any other injuries not related to work?  (I.e., falls, kicks, sports)?                                             
____ Yes    ____ No 	 If yes, explain: _____________________________________________________ ___________________________________________________________________________________
MEDICAL HISTORY
1. Have you had any surgeries? ____ Yes    ____ No 	
Explain: _________________________________________________________________________                                   ________________________________________________________________________________
2. List of allergies (medication, food): ______________________________________________________
_____________________________________________________________________________________
3. Are you currently being treated for any other medical problems or conditions? (diabetes, high blood                   .   pressure) __________________________________________________________________________     _  __________________________________________________________________________________
4. Have you ever had any pain or problems similar to those sustained in this work injury?
____Yes	____No		If yes, explain:_______________________________________________
_____________________________________________________________________________________



MEDICATION
Are you currently taking any medication?	____Yes	____No
If yes, what type?	____Over the counter	____Prescribed
If prescribed by whom? _________________________________________________________________
Type of medication prescribed:	___________________________________________________________

APPLIANCES
Do you use any of the following:    ____brace	 ____crutch	____cane     ____lumbar support
____cervical collar     ____knee support     ____none     ____other
If other please explain: _______________________________________________________________

FAMILY HISTORY
1)  FAMILY HISTORY: (CIRCLE AS MANY AS APPLY)
MOTHER:  1. Cancer    2. Diabetes   3. Heart     4. High blood pressure    5. Respiratory problems    
     6. Kidney     7. Stroke    8. In good health    9. If deceased – Age of death: ________________
FATHER:    1. Cancer    2. Diabetes   3. Heart     4. High blood pressure    5. Respiratory problems    
      6. Kidney     7. Stroke    8. In good health    9. If deceased – Age of death: ________________
SIBLINGS:  1. Cancer    2. Diabetes   3. Heart     4. High blood pressure    5. Respiratory problems    
      6. Kidney     7. Stroke    8. In good health    9. If deceased – Age of death: ________________

2) SOCIAL HISTORY:
Martial status:  ____Single    ____Married     ____Divorced    ____Widowed
Number of children: __________________
Do you Exercise regularly ____Yes    ____No	Eat a balance diet: ____Yes    ____No
Obtain sufficient rest: ____Yes    ____No	Do you smoke? ____Yes    ____No
Do you drink coffee/tea? ____Yes    ____No	Do you drink alcohol? ____Yes    ____No


OCCUPATIONAL HISTORY
1. Who is your present employer? _________________________________________________________
2. Who was your employer at the time of injury? _____________________________________________
3. How long did you work there? __________________________________________________________
4. Previous employer: ___________________________________________________________________
     How long did you work there? __________________________________________________________
     What type of work did you do there? ____________________________________________________
5. Previous employer: ___________________________________________________________________
     How long did you work there? __________________________________________________________
     What type of work did you do there? ____________________________________________________

PLEASE LIST YOUR CURRENT AREAS OF COMPLAINT: (chief complaint) 
1) _________________________     2) ______________________     3) ______________________ 
           0 1 2 3 4 5 6 7 8 9 10                           0 1 2 3 4 5 6 7 8 9 10                    0 1 2 3 4 5 6 7 8 9 10
4) _____________________ 
       0 1 2 3 4 5 6 7 8 9 10
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