
WORKER’S COMPENSATION INTAKE FORM 
 

Greenway Chiropractic Clinic 
Dr. R. W. Breitenstein 

8070 S.W. Hall Blvd. Suite 100 
Beaverton, Oregon 97008 

 
CONFIDENTIAL PATIENT INFORMATION 

                                             
Name:                                                                      Today's Date: ______/______/_____ 
 
Address:                                                                    City:                         State:          Zip:_______                                                
 
Age:            D.O.B.                          Gender:             Marital Status:             # of Children: _______             
 
Home Phone: _____________________________    Cell Phone: __________________________                                                                  
 
Occupation: ______________________________ Employer: ___________________________                                                     
 
Work Phone: _____________________________ Social Sec. #:  ________-______-________                                                                                                  
 
Referred by:  _____________________________     
 
 

Worker’s Compensation Information 
 
Insurance Company:  _______________________ Status: ______________________________ 

Date of Injury: _____________________________ Adjustor Name: _______________________ 

Attorney Name:  ___________________________ Accepted Condition:____________________ 

 

Description of Accident: 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 



Treatment since the accident: 
 
      Did you seek treatment the same day/next day after the accident?       [  ] Yes         [  ] No 
                 

If yes, where did you go?     [  ] Home       [  ] Work        [  ] Hospital ER       [  ] Urgent Care 
 Other_________________________________________________________________ 
  

If yes, how did you get there?   [  ] Drove self     [  ] Friend/Family      [  ] Ambulance 
 

If yes, did your treatment include: [  ] Medication    [  ] X-Rays    [  ] Brace     [  ] Work loss 
       

List any other doctors you have seen and any benefits you’ve received from treatment: 
                 ______________________________________________________________________ 
 ______________________________________________________________________ 
    
Prior History: 
 
 [  ]  I did NOT have prior symptoms similar to my current complaints. 
 [  ]  My current symptoms ALREADY existed, but have not bothered me since. 
 [  ]  My current symptoms ALREADY existed and were worsened by the accident. 

 
If you experienced similar symptoms, when was the most recent occurrence? 
 _____ Months   _____Years  (or)  on ___/___/___ 

 
  
Check off current symptoms: 
 
[  ] Headache [  ] Loss of smell [  ] Sleeping problems 
[  ] Neck pain [  ] Loss of taste [  ] Irritability 
[  ] Neck stiffness [  ] Toe numbness [  ] Fainting 
[  ] Arm pain / symptoms [  ] Chest pain [  ] Tension 
[  ] Mid-back pain [  ] Ringing in ears [  ] Nervousness 
[  ] Low-back pain [  ] Shortness of breath [  ] Confusion 
[  ] Leg pain/symptoms [  ] Dizziness [  ] Constipation 
[  ] Pain behind eyes [  ] Diarrhea [  ] Depression 
[  ] Cold hands [  ] Nausea [  ] Anxiety 
[  ] Cold feet [  ] Fatigue  
 
Other:  ________________________________________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

 
 
 
 
Patient Signature:                                                                      Date: ______________________ 








