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WORKERS’ COMPENSATION INFORMATION PACKET
Please fully complete this form before your appointment
This information is utilized to construct an accurate

and thorough report of your injury.
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255 North Elm Street, Suite 105, Escondido, California 92025

Phone: (760) 743-0100   Fax: (760) 743-1414

JOB DESCRIPTION

Name: ____________________________________________________________________

Age: ____________ Right / Left Handed:________________________________________

Employer at the Time of Injury:_______________________________________________

Date of Hire:________________ Date of Termination / Resignation:_________________

Job Title:__________________________________________________________________

Number of Hours Worked per Day:________________  Days per Week:_____________
Basic Work Duties at the Time of Injury:_______________________________________
___________________________________________________________________________
Tools / Machinery Routinely Used:_____________________________________________
___________________________________________________________________________
Estimate the weight of the heaviest item that you lift each day:______________________
What do you routinely have to lift by yourself or with co-workers?:_________________
___________________________________________________________________________
Length of time with employer at the time of injury:_______________________________
Length of time you have been in this line of work:________________________________
Did you work somewhere else at the same time you worked for the employer you have this claim with?        FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    If yes, where and what were your duties?:_______
___________________________________________________________________________

How long did you work at both places at the same time?:__________________________
Please list places of employment for the past years:
1.  Employer______________________ Position________________How long?_________
2.  Employer______________________ Position________________ How long?_________
PALOMAR ORTHOPAEDIC SPECIALISTS

255 North Elm Street, Suite 105, Escondido, California 92025

Phone: (760) 743-0100   Fax: (760) 743-1414
HISTORY OF INJURY
Date of Injury: ___________________________________________________________

Date Injury was Reported:__________________________________________________
If there is no specific date of injury, when did you first begin to have problems?_______

___________________________________________________________________________
Tell, in your own words, what happened or what you began to feel: _________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________What parts of your body were injured?_________________________________________
___________________________________________________________________________
List the Last Physician Seen for this Injury:

1. Dr.:______________________________________ Date Seen:_____________________

Treatment Given:
X-rays______ Medication______ MRI______ Injections______ Splints______ 
Physical Therapy______

Additional Treatment:_______________________________________________________

Did any of the treatment help?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No.  If yes, what helped?________________ ___________________________________________________________________________

PALOMAR ORTHOPAEDIC SPECIALISTS

255 North Elm Street, Suite 105, Escondido, California 92025

Phone: (760) 743-0100   Fax: (760) 743-1414
HISTORY OF INJURY (cont.)

Have you been released from care by any physician?    FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.


If yes, please give date of release:_________________________________________

After being released did you return to any type of work?    FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.


If no, please state reason:________________________________________________

Please list all dates you did not work:


From   __________ To ___________           From   ___________   To   ___________

When did you return to regular duty at work?___________________________________

Since this injury, have you had any other injuries?    FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.


If yes, to what body part parts?___________________________________________


Date of second injury:   ________________Was it work related?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No. 


Describe all treatments received and where:_______________________________


_____________________________________________________________________

PALOMAR ORTHOPAEDIC SPECIALISTS

255 North Elm Street, Suite 105, Escondido, California 92025

Phone: (760) 743-0100   Fax: (760) 743-1414
CURRENT COMPLAINTS
Are you presently having pain?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No.


If yes, list all the areas where you are having pain:

1.   ________________________________   2.   ______________________________


3.   ________________________________
 4.   ______________________________

Is the pain present all the time?    FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.

What activities cause you to have pain? _________________________________________

___________________________________________________________________________

What relieves your pain?  ___________________________________________________

Does your pain radiate or travel?    FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.


If yes, where does it start and where does it end?____________________________

___________________________________________________________________________

Do you have numbness?    FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.   Where?   ____________________________

Do you have tingling?        FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.   Where?   ____________________________

Do you have swelling?       FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.   Where?   ____________________________

If you have a hand problem, do you have numbness or tingling at night?   Describe in detail:   ____________________________________________________________________
___________________________________________________________________________

PALOMAR ORTHOPAEDIC SPECIALISTS

255 North Elm Street, Suite 105, Escondido, California 92025

Phone: (760) 743-0100   Fax: (760) 743-1414
PAST MEDICAL HISTORY
Have you had any previous work related injuries?    FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.


If yes, describe in detail:________________________________________________

Please give dates of injuries:__________________________________________________

___________________________________________________________________________

Have you had any previous injuries to the body parts involved in this claim?
 FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No

If yes, please describe in detail:___________________________________________

___________________________________________________________________________
FAMILY AND SOCIAL HISTORY

Date of birth:   _____________________   Place of birth:___________________________

Education completed through: ________________________________________________

Hobbies:___________________________________________________________________

Since the injury, what hobbies or activities have you not been able to do? ____________

___________________________________________________________________________

Do you smoke?    FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.   How much per day?_________ How long? _______

Do you drink?     FORMCHECKBOX 
    Yes   FORMCHECKBOX 
   No.   How much per day?_________ How long?  _______

Weight:   _______________   Height:   _______________

Have you had or do you presently have drug or alcohol related problems?   
 FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.(This is asked because drugs and alcohol can sometimes interfere with treatment)
Do you think that you might currently be pregnant?    FORMCHECKBOX 
   Yes    FORMCHECKBOX 
   No.


Signature:   ______________________________________  Date:  ___________________
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