[bookmark: _GoBack]CLIENT INFORMATION
NAME: _______________________________________  SPOUSE: _____________________________
ADDRESS: __________________________________________________________________________
CITY______________________________  STATE: ____________________   ZIP CODE: __________
HOME PHONE: ________________________   ALTERNATE PHONE: _________________________
DATE OF BIRTH: ______________________   SOCIAL SECURITY NO.: _______________________
EMAIL ADDRESS: ____________________________________________________________________
EMERGENCY CONTACT (name, address, phone): __________________________________________
_____________________________________________________________________________________
Have you ever been convicted of a felony: __________________________________________________
WHO REFERRED YOU TO OUR OFFICE/HOW DID YOU HEAR ABOUT US?______________
_____________________________________________________________________________________

EMPLOYER’S INFORMATION
EMPLOYER (where you got hurt): ________________________________________________________
ADDRESS: __________________________________________________________________________
CITY______________________________  STATE: ____________________   ZIP CODE: __________

INJURY INFORMATION
DATE OF INJURY: ____________________________________________________________________
CITY WHERE INJURY OCCURRED: ____________________________________________________
PART (S) OF BODY INJURED: _________________________________________________________
_____________________________________________________________________________________
HOW INJURY OCCURRED: ____________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
DATE OF HIRE: ______________________________   SALARY (at time of injury): _______________
JOB TITLE (at time of injury): ___________________________________________________________
NAME OF IMMEDIATE SUPERVISOR: __________________________________________________

WORKERS’ COMPENSATION INSURANCE
INSURANCE COMPANY NAME: _______________________________________________________
ADDRESS: __________________________________________________________________________
CITY______________________________  STATE: ____________________   ZIP CODE: __________
ADJSUTERS NAME: _____________________________   PHONE NO.: ________________________
CLAIM NO.: ____________________________________
Have you missed any time from work:    Yes/No
If so, list dates: ________________________________________________________________________

Has the Workers’ Compensation insurance company paid you any benefits?    Yes/No
Are you still receiving benefits?   Yes/No
If so, what is the weekly rate amount: ___________________________
Date of last payment: _______________________________________

Have you applied for State Disability? Yes/No

Are you receiving or have you applied for any of the following benefits since the date of injury:

_______  Workers comp permanent disability	_______  Retirement benefits	
_______  Private disability benefits			_______  Payroll continuation
_______  Medical benefits				_______  Social Security type
Other, ________________________________________________________________________

MEDICAL TREATMENT INFORMATION RELATED TO YOUR WORK INJURY
Have you seen any doctors for this injury?  Yes/No
*If so, please fill out Medical Treatment History Form attached (last page).
Who are you treating with now for this injury (include address and phone number)? ______________________________________________________________________________
Are you a Kaiser patient?  Yes/No	    If so, Medical Record #: __________________________
Have you had any industrial treatment in any Kaiser facility? Yes/No
If so, which locations:____________________________________________________________
Has the Workers’ Compensation insurance company paid all medical bills? Yes/No
Have you had treatment paid by Medi-Cal? Yes/No   If so, Medi-Cal #: ____________________
Have you had any diagnostic test  (i.e., myelogream, EMG, CT Scan, EEG, EKG, etc)? Yes/No
If so, what and where? ___________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Have you been hospitalized?  Yes/No   If so, when and where?____________________________
______________________________________________________________________________
Have you had surgery?  Yes/No   If so, what kind and when?_____________________________
______________________________________________________________________________
Additional comments: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Have you had any prior injuries or issues with the body part/s injured in your current work injury?  This really means any, like bumps/scrapes or even injuries you may have had as a child. If so, please list/explain below: ____________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Medical Treatment Information

Doctor Name/Medical Facility Name:_______________________________________________
Address: _____________________________________________________________________________
City___________________________________  State:________________   Zip Code: _______________
Phone: ________________________________   Alternate Phone: _______________________________
When did you first treat here? _________________   When did you last treat here? __________________


Doctor Name/Medical Facility Name:_______________________________________________
Address: _____________________________________________________________________________
City___________________________________  State:________________   Zip Code: _______________
Phone: ________________________________   Alternate Phone: _______________________________
When did you first treat here? _________________   When did you last treat here? __________________


Doctor Name/Medical Facility Name:_______________________________________________
Address: _____________________________________________________________________________
City___________________________________  State:________________   Zip Code: _______________
Phone: ________________________________   Alternate Phone: _______________________________
When did you first treat here? _________________   When did you last treat here? __________________


Doctor Name/Medical Facility Name:_______________________________________________
Address: _____________________________________________________________________________
City___________________________________  State:________________   Zip Code: _______________
Phone: ________________________________   Alternate Phone: _______________________________
When did you first treat here? _________________   When did you last treat here? __________________


Doctor Name/Medical Facility Name:_______________________________________________
Address: _____________________________________________________________________________
City___________________________________  State:________________   Zip Code: _______________
Phone: ________________________________   Alternate Phone: _______________________________
When did you first treat here? _________________   When did you last treat here? __________________
