WORK  RELATED  &  ACCIDENTAL  INJURY  REPORT


IF ACCIDENT IS WORK RELATED: Please describe all events associated.

	Date of injury:
	
	
	Time of injury:
	
	A.M. / P.M.

	Employer:
	
	
	Type of business:
	
	


Describe the accident in FULL detail, including the cause and surrounding circumstances:

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

What kind of machinery, equipment, and/or objects were involved?

_________________________________________________________________________________________

Was the accident reported to the employer & was an injury report filed? _______________________________

Has an Ohio or private worker’s compensation claim been filed? _____________________________________

Has a claim number been assigned? ___________ (If yes, please indicate the claim #): ___________________

Did you have any physical complaints BEFORE THE ACCIDENT that relate? ____________  (If yes, please describe in detail): __________________________________________________________________________

PRESENT COMPLAINTS:  (Please mark any symptoms that pertain only to your accident)

	
	Headache
	
	
	Pins & Needles in ARM/LEG
	
	
	Face Flushed

	
	Dizziness
	
	
	Numbness in FINGERS/ARM/LEG
	
	
	Face Pale

	
	Fainting
	
	
	Equilibrium Problems
	
	
	Excessive Perspiration

	
	Tremors
	
	
	Eyes- Sensitive to Light
	
	
	Digestive Disorder

	
	Palpitation
	
	
	Eyes- Strain
	
	
	Nausea/Vomiting

	
	Irritable
	
	
	Eyes- Loss of Focus 
	
	
	Constipation

	
	Nervousness
	
	
	Double Vision
	
	
	Depression

	
	Neuritis
	
	
	Loss of Taste
	
	
	Swollen ________________

	
	Anxiety
	
	
	Loss of Smell
	
	
	FEET/HANDS Cold

	
	Fatigue
	
	
	Shortness of Breath
	
	
	FEET/HANDS Tingle

	
	Mental Dullness
	
	
	Head & Shoulders Seem Tired/Heavy
	
	

	
	Neck- Pain
	
	
	Neck- Stiff
	
	
	

	
	Neck- Motion Restricted
	
	
	Upper Back- PAIN/STIFFNESS
	
	
	

	
	Mid Back- PAIN/STIFFNESS
	
	Low Back- PAIN/STIFFNESS
	
	
	


	
	Difficulty in Excessive…
	
	Walking
	
	
	Riding
	
	
	Bending
	
	
	Sitting

	
	Difficulty in Lifting…
	
	Light
	
	
	Moderate
	
	
	Heavy
	
	
	Repetitive

	
	Pain Radiating Into…
	
	Neck
	
	
	Base of Skull
	
	
	Shoulders
	
	
	Hips

	
	
	
	Rt. Arm
	
	
	Rt. Leg
	
	
	Left Arm
	
	
	Left Leg

	
	Upon Rising, Pain Into…
	
	Neck
	
	
	Mid Back
	
	
	Low Back
	
	
	Hip & Legs

	Symptoms other than above:
	
	
	
	
	
	
	
	
	
	
	


If an attorney is involved, please list their name, address, and telephone number:
__________________________________________________________________________________________

Patient’s Signature: _________________________________________ Date: ___________________________

