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State of New York – Workers’ Compensation 

Please answer all questions completely. Failure to do so may delay the payment of necessary treatment 
and/or prevent the timely payment of wage loss benefits. You may be responsible for provider fees in the 
event your claim is denied for insurance carrier non-covered services. 

 

A. Patient’s Information 

    
1. Name:           2. Social Security #:     
   First  MI  Last 

 

3.  Phone #:  (       ) ______Cell #______________  4. WCB Case # (If Known):                      5. Carrier Case # __________ 

 

6. Mailing Address:               
    Number and Street    City  State  Zip Code 

7. Date of Injury/onset of illness:  / /   8. Date of Birth:  / /   9. Gender        Male      Female 
       

10. On the Date of injury/illness what was you job title or description:          
 

11. On the Date of injury/illness what were your usual work activities:          
                 

 
12. How did you hear about WNY Chiropractic? (circle)  Staff   Ph. Bk.   Screen/Health Fair   Web   Location   Ad     OR 

 
     Referred By:  ____________________________________________________________________________________________ 
      Name & Relationship 

B. Employer Information 
1. Employer when injury occurred:         2. Employer’s Phone #:  ( )   

 
3. Employer’s Address:               
    Number and Street    City  State  Zip Code 

 

C. Billing Information 
1. Employer’s insurance carrier:         2. Carrier Code#: W     

 
3. Insurance carrier’s address:              
     Number and Street   City  State  Zip Code 

4. Insurance Carrier contact and phone number:            
       Name   Phone Number  Extension 

D. History 
1. Where and how did the injury/illness happen?:           
 

                
 

2. Did another health provider treat this injury/illness including hospitalization and/or surgery?            Yes        No  If yes, give 
details: 

 
                 

 
3. Was this injury/illness reported to your employer?            Yes        No    Who?; ________________________________________ 

E. Work Status 
1. Have you missed work because of the injury/illness?  Yes  No  

 
If yes,  Date first missed:       /  /  Date resumed: __ _/ ___/_  _        

 

2. Are you currently working:             Yes            No   If yes, did you return to:       usual work activities          Limited work 

activities 
 

          

SIGNATURE_______________________________________________________  DATE_______________________________________ 

http://www.wnychiropractic.com/


 

F. After the Injury 
      
1. Did the accident render you unconscious?           Yes        No  If yes, For how long?     
 

2. Were X-Rays taken?             Yes           No   If yes, at what facility/hospital?         
 

3. Was medication prescribed?            Yes       No   If yes, list:          

    
4. Indicate the symptoms that are a result of this accident: 

 Dizziness  Difficulty Sleeping  Jaw Problems  Nausea 

 Memory Loss  Irritability  Arm/Shoulder Pain  Back Pain 

 Headaches  Fatigue  Numb Hands/Fingers  Lower Back Pain 

 Blurred Vision  Tension  Chest Pain  Back Stiffness 

 Buzzing in ear  Neck Pain  Stomach Upset  Numbness/Tingling 

 Stiffness  Swelling  Weakness  Other: 

 

5. Is your condition              Getting Worse         Constant          Comes & Goes 
 

6. Indicate your degree of comfort while performing the following activities:   

 Comfortable Uncomfortable Painful 

Lying on back    

Lying on side    

Lying on stomach    

Sitting    

Standing    

Stretching    

Walking    

Running    

Sports    

Working    

Lifting    

Bending    

Kneeling    

Pulling    

Reaching    

 
7. Have you retained an attorney?             Yes           No     If yes, whom:       Phone #:    

 

G. Recovery 
     
1. How many hours are in your normal work day?    
      

2. Please indicate your daily job duties and any activities which you are occasionally asked to perform: 
 

⁯ Standing    ⁯ Driving        ⁯ Operating equipment 
⁯ Sitting            ⁯ Twisting      ⁯ Working with arms above head 

⁯ Walking       ⁯ Crawling       ⁯ Typing 
⁯ Lifting          ⁯ Bending        ⁯ Stooping 
⁯ Other: ____________________________________________ 

 

3. Do you work with others who can help you with any heavy lifting?                     Yes           No 

 
4. While in recovery, is there any light duty work you could request?                      Yes           No    

 

5. My Pain Level right now:     
 

    
 

SIGNATURE_______________________________________________________  DATE_______________________________________ 

 

On the diagram, please indicate 
where, and what type of symptoms 
that you are experiencing, right now. 
Write the appropriate abbreviations 
(See next to diagram) over the area 
of the body where those symptoms 
are occurring. 



 

Please check any of the following symptoms which you now have or have had previously.  

THIS IS A CONFIDENTIAL HEALTH REPORT. 

 

ALLERGIES         Cardiovascular 
⁯  Environmental _____________________    ⁯  Chest Pain 

⁯  Food _____________________________    ⁯  Coughing Blood 

⁯  Medications________________________    ⁯  Coughing Phlegm 

⁯  Other _____________________________    ⁯  Difficulty Breathing 
       ⁯  Heart Problem 

Gastro-Intestinal        ⁯  High Blood Pressure 

⁯  Abdominal Pain       ⁯  Low Blood Pressure 

⁯  Black Stool        ⁯  Lung Problem 
⁯  Bloody Stool       ⁯  Pain over heart 

⁯  Constipation        ⁯  Persistent cough 

⁯  Diarrhea        ⁯  Rapid Heart Beat 

⁯  Gall Bladder        ⁯  Varicose Veins 

⁯  Hemorrhoids        Ear, Nose, Throat 

⁯  Liver Trouble       ⁯  Bleeding gums 

⁯  Nausea        ⁯  Dental Problems  

⁯  Poor Appetite       ⁯  Deviated Septum 
⁯  Vomiting Blood       ⁯  Dry Mouth 

⁯  Vomiting Food       ⁯  Ear Discharge 

⁯  Excessive Weight loss      ⁯  Ear Noises 

       ⁯  Ear Pain 

Genito-Urinary System      ⁯  Eye Inflammation 

⁯  Bladder Trouble       ⁯  Eye Strain 

⁯  Burning        ⁯  Hearing Loss 

⁯  Cloudy Urine       ⁯  Hoarseness 
⁯  Discharge        ⁯  Nose Bleeding 

⁯  Discolored Urine       ⁯  Nasal Discharge 

⁯  Dribbling        ⁯  Recurrent infections 

⁯  Excessive Urination       ⁯  Sore Gums 
⁯  Impotence        ⁯  Sore Throat 

⁯  Painful Urination       ⁯  Throat Pain 

⁯  Scanty Urination       ⁯  Ulcers 

Eyes         Nervous System 
⁯  Blurred Vision       ⁯  Confusion 

⁯  Burning Eyes       ⁯  Convulsions   

⁯  Cataracts        ⁯  Depression  

⁯  Dryness        ⁯  Dizziness    
⁯  Glasses        ⁯  Fainting 

⁯  Glaucomas        ⁯  Hand Trembling    

⁯  Itchy Eyes         ⁯  Headaches 
⁯  Tearing        ⁯  Loss of Feeling 

⁯  Vision Headaches       ⁯  Loss of Balance 

Respiratory System      ⁯  Loss of Memory 

⁯Congestion        ⁯  Numbness 

⁯Coughing up Blood       ⁯   Paralysis 
⁯Difficulty Breathing       ⁯  Seizures 

⁯Inhalent Exposure       ⁯  Tingling 

⁯Non Productive Cough      ⁯  Weak grip 
⁯Phlegm          

⁯Productive Cough          

⁯Short of Breath          

⁯Wheezing         

 



 
 
 
 



 
 
 
 



 


