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       WORKERS’ COMPENSATION

QUESTIONNAIRE
THIS FORM IS STRICTLY CONFIDENTIAL AND IS USED SOLELY BY BRANT & ASSOCIATES.  ANY DISTRIBUTION OF THIS FORM WITHOUT EXPRESS WRITTEN CONSENT OF BRANT & ASSOCIATES IS STRICTLY PROHIBITED.
YOUR NAME _________________________________________________ BIRTH DATE 


SOCIAL SECURITY NUMBER_________________ REFERRAL SOURCE____________________________

HOME ADDRESS _____________________________________________

                             ______________________________________________

CITY _____________________________________________ STATE ______ ZIP ____________

COUNTY  _____________________________________________________________________

HOME TELEPHONE ( ____ ) ____________________  CELL  ( ____ ) _____________________
EMAIL ADDRESS​​​​​​​​​​​_______________________________________________________________
1. EDUCATION  ____________________________________________________________
2. VOCATION TRAINING  ____________________________________________________
_______________________________________________________________________

_______________________________________________________________________

3. PLEASE IDENTIFY YOUR EMPLOYER, YOUR EMPLOYER’S WORKERS’ COMPENSATION INSURANCE CARRIER, AND THE ADJUSTER HANDLING YOUR CLAIM, IF KNOWN.  SET FORTH BOTH THE NAME AND ADDRESS FOR EACH.

EMPLOYER



    INSURANCE CARRIER
_______________________________
    _____________________________________
_______________________________  
   _____________________________________

________________________________     _____________________________________

4. HOW LONG WERE YOU EMPLOYED BY YOUR EMPLOYER : ____________________

_______________________________________________________________________

WAGE RATE: ___________________________________________________________ 

OVERTIME:  _____________________________________________________________

HOURS PER WEEK:  _____________________________________________________
5. WHAT POSITION DID YOU HOLD AT THE TIME OF YOUR WORK INJURY? 

POSITION:  ____________________________________________________________

______________________________________________________________________

DUTIES:  ______________________________________________________________

______________________________________________________________________

PHYSICAL REQUIREMENTS:  (BASED ON INJURY) – (DAILY BASIS:)

(PLEASE INDICATE IN PERCENTAGES):


(LIFTING:)  MAX:
WHAT WAS THE HEAVIEST THING YOU LIFTED? (EVEN IF ONLY ON ONE OCCASION)



WALKING/STANDING (PERCENTAGE PER SHIFT):



SITTING (PERCENTAGE PER SHIFT):



KNEELING:



CLIMBING:



OVERHEAD REACHING:



BENDING:



PUSHING AND PULLING:



DRIVING:
6. EXPLAIN THE CIRCUMSTANCES OF YOUR WORK INJURY.  INCLUDE THE DATE, TIME, AND PLACE OF ITS OCCURRENCE.

7. NOTICE;
DID YOU TELL ANYONE ABOUT YOUR WORK INJURY:  __________________

WHO:  ___________________________________________________________

IS HE/SHE MANAGEMENT/SUPERVISOR:  _____________________________

WHEN DID YOU TELL HIM/HER: _____________________________________
________________________________________________________________ 

WHAT DID YOU TELL HIM/HER:  _____________________________________

________________________________________________________________

8. WERE YOU EVER PROVIDED A PANEL/PROVIDER LIST:________________________

IF SO, WHO PROVIDED YOU W/ THE LIST:  __________________________________
A. NAME & ADDRESS  ___________________________________________________

____________________________________________________________________
9.             DID YOU SEEK MEDICAL TREATMENT FOLLOWING YOUR INJURY?

              YES [     ]     OR    NO  [     ]



WITH WHOM:  ____________________________________________________



TYPE OF DR.  ____________________________________________________



WHO REFERRED YOU TO THIS PROVIDER:___________________________



WHEN DID YOU FIRST TREAT WITH HIM/HER:  ________________________



DID HE/SHE EXAMINE YOU:  ________________________________________



ANY DIAGNOSTICS (PROVIDE DATE AND TYPE):_______________________

​​​​​​
________________________________________________________________



DID HE/SHE PRESCRIBE ANY MEDICATIONS:  ________________________


DID THEY HAVE ANY EFFECT ON YOU:  ______________________________


ANY WORK RESTRICTIONS:  _______________________________________

HAS YOUR EMPLOYER MADE WORK AVAILABLE WITHIN THOSE RESTRICTIONS:  _________________________________________________


HAVE YOU CONTINUED TO TREAT WITH THIS DOCTOR:  _______________



_____________________________________________________________


DID YOU SEEK MEDICAL TREATMENT WITH ANOTHER PROVIDER?  
YES [     ]     OR    NO  [     ]



WITH WHOM:  ____________________________________________________



TYPE OF DR.:  ____________________________________________________



WHO REFERRED YOU TO THIS PROVIDER: __________________________



WHEN DID YOU FIRST TREAT WITH HIM/HER:  ________________________



DID HE/SHE EXAMINE YOU:  _______________________________________


ANY DIAGNOSTICS:  _______________________________________________



DID HE/SHE PRESCRIBE ANY MEDICATIONS:  _________________________ 



DID THEY HAVE ANY EFFECT ON YOU:  ______________________________



ANY WORK RESTRICTIONS:  _______________________________________



HAS YOUR ER MADE WORK AVAILABLE WITHIN THOSE RESTRICTIONS:



________________________________________________________________ 



HAVE YOU CONTINUED TO TREAT WITH THIS DOCTOR:  _______________



________________________________________________________________



DID YOU SEEK MEDICAL TREATMENT WITH ANOTHER PROVIDER?
YES [     ]     OR    NO  [     ]



WITH WHOM:  ____________________________________________________



TYPE OF DR.:  ____________________________________________________



WHO REFERRED YOU TO THIS PROVIDER: ​​​__________________________



WHEN DID YOU FIRST TREAT WITH HIM/HER:  ________________________



DID HE/SHE EXAMINE YOU:  ________________________________________  



ANY DIAGNOSTICS:  _______________________________________________



DID HE/SHE PRESCRIBE ANY MEDICATIONS:  



DID THEY HAVE ANY EFFECT ON YOU:  ______________________________



ANY WORK RESTRICTIONS:  _______________________________________



HAS YOUR ER MADE WORK AVAILABLE WITHIN THOSE RESTRICTIONS:



________________________________________________________________ 



HAVE YOU CONTINUED TO TREAT WITH THIS DOCTOR:  _______________



________________________________________________________________

10. DO YOU HAVE A FAMILY PHYSICIAN?  IF SO, PLEASE SET FORTH THE DOCTOR’S NAME, ADDRESS, AND THE NUMBER OF YEARS YOU HAVE BEEN SEEING HIM OR HER. 
HAVE YOU TREATED WITH YOUR FAMILY PHYSICIAN FOR THIS INJURY?
11. HAVE YOU LOST TIME FROM WORK DUE TO YOUR INJURY? IF SO, PLEASE LIST THE DATES ON WHICH YOU LOST TIME.

12. HAVE YOU RECEIVED ANY INDICATION THAT YOUR INJURY HAS BEEN ACCEPTED UNDER THE WORKERS’ COMPENSATION ACT?
IF SO, PLEASE IDENTIFY THE DOCUMENT THAT ACCEPTED THE INJURY, THE DESCRIPTION OF THE INJURY SET FORTH IN THAT DOCUMENT, AND THE DATE THAT IT WAS ISSUED.

13. IF YOUR WORK INJURY HAS BEEN ACCEPTED, HAVE YOU BEEN RECEIVING BOTH WAGE LOSS AND MEDICAL BENEFITS?  
IF SO, PLEASE EXPLAIN BELOW, SETTING FORTH THE AMOUNT OF THE WAGE LOSS BENEFITS THAT YOU HAVE RECEIVED ON A WEEKLY OR BI-WEEKLY BASIS.

14. IF YOU WORK INJURY HAS NOT BEEN ACCEPTED, HAVE YOU FILED AN ACTION TO SECURE THE ACCEPTANCE OF YOUR WORK INJURY? 
 WHAT WAS THE RESULT?

15.  ARE YOU CURRENTLY WORKING?    [   ]  YES      [    ]   NO
DO YOU FEEL YOU COULD RETURN TO WORK?     [    ]   YES      [    ]    NO

IF NOT, SPECIFICALLY WHY NOT? 

16. WHAT IS THE CURRENT CONDITION OF YOUR INJURY?

17. HOW ELSE DOES THE INJURY AFFECT YOUR LIFE?
18. PLEASE LIST ANY OTHER INJURIES YOU MAY HAVE SUSTAINED (INCLUDING PRIOR WORK INJURIES):

  DID YOU EVER TREAT FOR THE ABOVE INJURIES

  WITH WHOM:

  HOW LONG:      

19.  HAVE YOU APPLIED FOR OR RECEIVED ANY OF THE FOLLOWING TYPES OF INCOME REPLACEMENT BENEFITS:

_____ UNEMPLOYMENT COMPENSATION:  (AMOUNT RECEIVING)  ______________
_____ SOCIAL SECURITY DISABILITY BENEFITS:  (AMOUNT RECEIVING)  _______
_____ MEDICARE  
_____ MEDICAID 

_____ SHORT-TERM DISABILITY BENEFITS:  (AMOUNT RECEIVING)  ___________

_____ LONG-TERM DISABILITY BENEFITS:  (AMOUNT RECEIVING)  _____________
_____ SICKNESS AND ACCIDENT BENEFITS:  (AMOUNT RECEIVING)  ___________
HOW LONG HAE YOU BEEN RECEIVING THESE BENEFITS:
20. HAVE YOU EVER BEEN CONVICTED OF A CRIME?

21. HAVE YOU EVER PURSUED A PERSONAL INJURY CLAIM FOR A PRIOR INJURY?

22. DO YOU HAVE CHILD/SPOUSAL SUPPORT OBLIGATIONS?  IF SO, PLEASE PROVIDE THE COUNTY WERE THE OBLIGATIONS ARE ASSIGNED:

23. DO YOU HAVE ANY WAGE ATTACHMENTS PLACED AGAINST YOU:  IF SO, PLEASE PROVIDE THE COUNTY WERE THE OBLIGATIONS ARE ASSIGNED:

24. DOES YOUR EMPLOYER PROVDE COMPANY HEALTH INSURANCE:               IF SO, PLEASE PROVIDE THE NAME, ADDRESS, AND PHONE NUMBER OF THE INSURANCE COMPANY.  
25. DID YOUR PRIVATE HEALTH INSURANCE COMPANY PAY FOR WORK-RELATED MEDICAL EXPENSES?

26. ARE YOU A UNION EMPLOYEE?  


