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INDIAN CREEK CHIROPRACTIC WORKERS COMP QUESTIONNAIRE                         Date_________________________  

 

Patient:________________________________________________________  Date of injury________________________ 

Address:________________________________________City______________________State___________Zip________

Phone #:__________________________________________________ Your dominant hand is      Left       Right 

Employer:____________________________________________ Occupation/Job title:____________________________ 

WC Insurance Company:________________________________________ Claim #________________________________ 

SSN______________________________________________ Date of Birth______________________________________ 

Description of Accident:_______________________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

What part(s) of your body were affected due to this accident?________________________________________________  

Was the accident reported to someone?  (   ) Yes  (   ) No – If so, Who?_________________________________________ 

Who was your employer at the time of the accident?_______________________________________________________ 

Did your employer send you to any medical facility? (   ) Yes  (   ) No – If so, where?_______________________________ 

Did you consult any other doctor? (   ) Yes  (   ) No – If so, who?_______________________________________________ 

Doctor’s diagnosis:___________________________________________________________________________________ 

Were you driving a work vehicle at the time of the accident? (   ) Yes  (   ) No 

Did you lose any time from work? (   ) Yes  (   ) No – if so, when? ______________________________________________  

Have you returned to work since the accident? (   ) Yes  (   ) No 

Do any other diseases or accidents affect your employment? (   ) Yes  (   ) No – if so, please explain:__________________ 

__________________________________________________________________________________________________ 

In your work, do you have to favor any part of your body? (   ) Yes  (   ) No – if so, please explain:____________________ 

__________________________________________________________________________________________________ 

Describe in detail your job description and duties: _________________________________________________________  

Please indicate how often you perform the following: N=Never, O=Occasionally, F=frequently, C= Continuously  

Bend_____  Squat/kneel_____  Twist/turn_____  Climb_____  Reach above shoulder_____  Lift/Carry_______lbs_______  

Push/Pull______lbs _____ Type/keyboard_____  Work with cold/hot substances_____  Stand_____  Sit_____ Walk_____  

How many hours do you work per week _________ and how many hours do you work per day _________?  

Have you ever had a Worker’s Compensation claim before? (   ) Yes  (   ) No, area of body__________________________ 

Before this injury, were you capable of working on an equal basis with others your age? (   ) Yes  (   ) No 

Are your work activities restricted as a result of this accident? (   ) Yes  (   ) No 

Since this injury, your symptoms have:    Improved    Gotten Worse    Remained the Same  

Have you retained an attorney? (   ) Yes  (   ) No – if so, who?_________________________________________________ 

 

Patient Signature:______________________________________________________ Date:________________________ 



Review of Systems 
 
 
 

Name: _______________________________    Date: _____________________ 
 
 
 
REVIEW OF SYSTEMS: Please check all symptoms you have experienced in the last MONTH.

 
 
Constitutional/General  
 Fever�
 Chills��
 Heavy Sweating/Night Sweats��
 Loss of Appetite��
 Sleep Disturbances��
 Unexplained Weight Loss/Gain��
 Other:�  
Eyes  
 Blurry Vision��
 Double Vision��
 Wear Glasses��
 Other:  
Ear/Nose/Throat  
 Sore Throat��
 Mouth Sores��
 Nasal Congestion/Sinus Issues��
 Hearing Loss�
 Other:� 
Respiratory  
 Cough��
 COPD��
 Wheezing��
 Recurrent Upper 

Respiratory Infections�
 Shortness of Breath��
 Other:� 
 
Endocrine  
 Excessive Thirst or Fluid Intake��
 Temperature Intolerance��
 Feeling Tired (Fatigue)��
 Hot Flashes��
 Other:� 

 
 
Cardiovascular  
 Chest Pain or Discomfort�
 Swelling of Feet, Ankles or Legs��
 Irregular Heartbeat��
 Heart Attack��
 Heart Failure��
 Palpitations�
 Varicose Veins��
Other:  
Gastrointestinal  
 Abdominal Pain��
 Nausea/Vomiting��
 Indigestion or Heartburn��
 Blood in Stools��
 Change in Bowel Habits�
 Rectal Bleeding��
 Diarrhea��
 Constipation��
 Swallowing Difficulties��
 Other:� 
 
Psychological 
 Depression��
 Anxiety�
 Stress��
 Other:� 
 
Hematologic/Lymphatic  
 Swollen Glands�
 Blood Clotting Problem��
 Easy Bruising�
 Bleeding Tendencies��
 Other:� 

Genitourinary 
 Painful Urination�
 Urinary Frequency�
 Loss of Urinary Control�
 Enlarged Prostate�
 Difficulty Urinating�
 Other:�

Skin 
 Skin Rash�
 Itching
 Skin Discoloration�
 Lumps or Masses�
 Other:�

Musculoskeletal 
 Joint Pain�
 Joint Swelling�
 Back Pain�
 Limitation of Motion�
 Neck Pain�
 Pain with Walking�
 Other:�

Neurological 
 Tremors�
 Dizzy Spells�
 Numbness or Tingling�
 Headache�
 Unsteady Gait�
 Feeling Weak�
 Convulsions/Seizure�
 Other:�
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Clinic: Indian Creek Chiropractic




