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Workers Compensation History Form 

 
 
 
 
Patient Name__________________________________________Date of Birth____________________ 
 
                                   (please print) 
Type of Evaluation (circle one): Consult only, WC Eval & Treat, 2nd Opinion, IME, QME  
 
Employer at time of injury: ?____________________________________________________________________  
Job Title:______________________________________________________________________________________ 
Basic work duties at the time of injury: __________________________________________________________ 
 
Did you work for another employer, work on the side for friend, or have a home based business at 
the same time as you worked for this employer?   Yes / No 
 If yes, Name of employer and type of business: _________________________________________ 
Please list any dates you did not work at all:  From__________________  to ________________________ 
 

History of Injury 
 
Tell in your own words what you were doing at the time of the specific injury and what happened. 
If there was no specific injury, state when and what you began to feel and all areas involved:  
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
Parts of your body that were injured? _________________________________________________________ 
_____________________________________________________________________________________________ 

 
Past Medical History (Work Injuries)  

 
Have you had any other work related injuries?  Yes / No  If yes, Date of Injury: ___________________ 
Areas Injured: ________________________________________________________________________________ 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 
______________________________________________________________________________________________ 
 
I understand and agree that all information provided including medical history is truthful and 
accurate. 

 
Patient 
Signature___________________________________________________Date_______________________ 


