
DATE

NAME

DATE OF BIRTH

WERE YOU INJURED ON THE JOB?

DATE AND TIME OF INJURY

DESCRIBE HOW IT HAPPENED

WERE YOU IN AN ACCIDENT?

WAS AN AUTO INVOLVED?

DATE OF ACCIDENT:

HOSPITALIZATIONS

PREVIOUS SURGERIES

ALLERGIES-PLEASE LIST ANY DRUG ALLERGIES OR DRUG REACTIONS YOU HAVE HAD IN THE PAST

MEDICATIONS-PLEASE LIST ANY MEDICATIONS YOU ARE NOW TAKING AND THE DOSAGE PER DAY.

DO YOU HAVE OR HAVE YOU EVER HAD:
yes no

DIABETES �� ��

HIGH BLOOD PRESSURE �� ��

HEART TROUBLE �� ��

CANCER �� ��

KIDNEY TROUBLE �� ��

NERVOUS CONDITION �� ��



CURRENT MEDICAL PROBLEM

Date and Time Problem Recognized:

Treatment Rendered

Doctor

Medication

X-Rays Taken

FAMILY HISTORY - NOTE any major medical problems - i.e. diabetes, high blood pressure, heart
disease - of parents, siblings and children

SOCIAL HISTORY - HOW MUCH HOW MANY YEARS

SMOKING

ALCOHOL

DRUGS

OTHER MEDICAL CONDITIONS: Check if you have had any recent problems in the following areas

Skin - Psychiatric -
Headaches -
Sinus Dranage -
Eyes -
Ears -
Neck -
Breathing Problems -
Cardiac/Heart -
Breasts When was last mammogram -
Stomach -
Bowel -
Bladder -
Menstrual Cycle -
Gynecologic - When was last pelvic exam -


