PERSONAL INJURY/WORKERS' COMPENSATION QUESTIONNAIRE

NAME: Date of Accident: fime:
Where did decident happen?
Describe the accident in your own words;

What was your positionincar? [ baver [ passenger if passenger, were you sitting in - [ font (O RightReor [ Lett Rear
Did your vehicle stike othervehicie? [ves [Ono Was your cor struck by othervehicie? [ves Oho
Was the Impact from: [ ihe front? [ trom the right side? {1 from the teft side? O tom the reor?
At the time of impact were you: [ woking staight ahead? [ iooking right? O iooking letr?

Were both hands on steedng wheel? [L1Yes [INo  Wasyourfootonbrake? [1ves (ONo  Were you broced forimpact? O Yes Do
Where in the cor weie you after the accident?

Were you wearing seatbetts?  [(Jves [InNo Did you strike anything in vehicie at time ofimpac? ves [Ono
ifyes, specity: L Steering Wheel O pashboard DO winashield  * [ Side Door O Am Rests O side window
Please state port of body: O chest Ochin O knee [ shouider O vand [0 Head

Immediately following the-accident how did you feel?

were you unconsclous? Oves Ono In a daze? [ ves Ono Did you go to hospifal? O Yes Ono
If you went to hospital, when? Atfimeotaccident [lves Dno Nextday Oves [Ono
How did you get to hospital? Aambuiance [Oves Owno Private Tonsportation dves [no

Did the ambulonce atfendants place youin: ~ NeckCollar [dves [OnNo  Spiints Oves DONo Boce: Oves DOno

Nome of Hospito! . N

Attended by Dr. Were you x-fayed ot hospital? [ Yes @w.
If so, what was the diognosis?

Were you odmitted tothe hospitai?  [lves [ No How long did you stay?

what treatment was rendered?

What recommendations were made? seeowndoctor? [ves [ONo See othopadicdoctor? [ves [ONo

Physical Thetapy O ves One
Have you seen any other doctoras a result of thisaccident?  [ves  Ono

Doctor's name

is your pain constont? [Jves [ no sthepainonandof? Oves [dNo shap? [dves OOno pui? Oves Ono
Other

s your poin worse when arising fomachak? [Jves [ONo  sitmodewosebystoining? [ves [Ino  Bycoughing? Oves [Ono
Bysneezing? JYes [OINo By staining when moving yourbowels? [dves [no

Do you have any numbness o fingling inyourorms? [dYes [ONo mhyourhands? Dlves [ONo  Inyourfinges? Clves [Ino
Inyourtegs? Jves [INo inyourfeet? [ves [Ino inyourtoes? ves ONo

What is your most comforiable postion?  Siting [ ves [Io  Lyingonyourright sde [ves CINo  Lyingonyourieftsce D ves [no
lyingonyourback [ves Do Onyoursomach [lves [Ono standing Yes Ono
Other Is It difficutt fos you to move oround Inbed? [ves [Ono

Does stretching and twisting worsen the pain? O Yes Oneo
Do any of the following relieve your pain? DHeaﬁngPod [ Hot 8ath 1 shower O ice Pack
. Does a brace (f you have fried one) help relieve the pain?  [dves  [Ino
Does G changs in heel height worsen the pain? (JYes [INo Do you feel better moving arouna? L ves [INo  Or resting? Oves Ono
Do youhave afimmoatiess? [Clves Ono Do yourkneesacheorhut? [lves Cte Doyou have campsinyourleg? [lves CIno
imnamm? Oves DONo Have you had any change in your bowet habits?  [lves [ No
Have you lost any time from work because of thisoccident?  Dlves  Tno
If yes, give dates of time lost, From
Totalty disabled from 1o

To
Parfialty disabled from to




BEFORE YOUR ACCIDENT, estimate your total lifting effort gbility:

1. How much weight? O Maximum (J average
2. How far could you cany this welght? For how long @ period of time?
3. Was this lifting done at work? Oves Ono Or at homa or elsewhere? Oves Onwno
4. How often did you cany this amount of weight?
AFTER YOUR ACCIDENT, describe your total lifting ability:
1. How much weight can you now lift without experiencing pain, discomfort, or restriction of mofion?
2. Did you experience this pain, discomfort of restriction of motion before your accident? Oves Ono
3. How far can you cany this weight now? And for how long ¢ period of time?
4. How often can you comy this weight?
5. Are you now limited in your lifting ablfity in some body position that you were previously not? COves OnNo
If so, specify posttion
6. What symptoms does lifting produce? ..
7. How long do these symptoms kast?
Ase you presentty oble to:
UFT OveryHeaw ____ tbs. OHeow —____Ibs O ugnt Ibs. O sitting s
work 3 very Heawy —_Ibs. O reawy Ibs. O Light ___Ibs. O sitting Ios.

Wnat positions can you work in with a MINIMUM DEMAND of physical effort?
with Minimum Demand of physical effort, what positions can you workin PART-TIME and for how long?
O siending [ wolking O sitting

Wwith Minimum Demand of physicol effort, can you work in a SITING POSITION with soime degree of walking or standing activity?

O ves Ono

Do you feel that you cannot perform any physical work activity? O vYes O no

Do you fee! that you cannot perform any meantal work? O Yes Ono

Relate your BEFORE injury capacity (mark 'B) and your AFTER injury capocily (mark 'A) for performing activities:
1, Woiking Normdl __ _ Umded ______  Difficult _____  Ffain
2 Standing Normal Umited _ Difficut Pain
3. Sitting Normal Umited ________ Difficult . _ Fain
4. Bending Normal Umited Dificutt _______ Pain
5. Stooping Normal Umited Dificult ______ Fain
4 Liffing Normal Umited Dificuit _____ Pain
7. Pushing Normal Umited Difficuit Pain
& Fulling Normal Umited ____ Difficutt ______ Fain
9. Cimbing Normal . _ Umited Difficutt ______ Pain
10. Reoching Normal Umited _______ Difficut _ _____ _ Pain
11. Gripping Normal o Umited _____ Dificutt Fain
12 Knesling Normal o Umited _____ _ Difficult ___ _ _ Pain
13, Balance Normal o Limited ___ ___ Difficult Pain
14, Fotigue Normal Umited ____ ____ Difficult Pain

Generally speaking, is your inability to perform these functions due to Orgin Oweokness [0 shuctual imitotions [T Nenves?

Do you have nommal sexual function? Oves Ono

Are you able to fake core of your personal seff, such as dressing, bathing, etc.? Oves ONo Or do you require assistance? (dves [ no

Do you toel your present condition is temporary? Oves Ono Or permanent? Di Yos [OnNo
Patient’s Signature Date:
€ PMA 1082
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