
 

                                                  
 

Work Injury Questionnaire 

 
 
 

Patient____________________________________________   Date________________   Accident Date_______________ 
 
Accident Time_______________   Location_______________________________________________________________ 
 
Describe Accident____________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
Employer__________________________________________________   Phone__________________________________ 
 
Contact Person_____________________________________________  Report Made?      Yes      No 
 
Insurance Co._____________________________________________   Claim #:__________________________________ 
 
Are you currently working?     Yes      No      Time lost from work______________________to________________________ 
 
Other doctors seen for this accident______________________________________________________________________ 
 
Attorney Involved___________________________________________   Phone___________________________________ 
 
Address____________________________________________________________________________________________ 
 
Additional Notes_____________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
Doctor Notes_______________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
 

 
        __________________________________________ 
                          Patient/Guardian Signature 


