
 
 
Client Name______________________________________ Date_____________ 
 

Worker’s Compensation Case 
 

Employer Name_________________________________  Work Phone________________________________ 

Employer Address____________________________City_____________________ State______ Zip____________ 

Insurance Company______________________________ Insurance Company Phone_____________________ 

Ins. Co. Address_____________________________ City_____________________ State______ Zip____________ 

WCB Case # (if known)_______________________ Carrier Case # (if known)_______________________________ 

Case Manager Name_______________________________________________ Phone:____________________ 

 

Worker’s Compensation Information 
 

 
 a.m

  
Location. 

Date of Accident_____________ Time_________   p.m.  (City, Town, or Village)________________________ 

Please explain in detail how your accident happened.  (Please include location, condition of area, and equipment 

involved.)______________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Was injury reported to employer?   Yes  No To whom?___________________________________ 

Have you seen other doctors for your injury?   Yes  No  

Doctor’s name:_______________________________  Doctor’s Phone_______________________________ 

Were X-rays taken?  Yes  No Other tests?  Yes  No If yes, please list them and their results______ 

______________________________________________________________________________________________ 

Describe that doctor’s diagnosis_____________________________________________________________________ 

What treatment did you receive_____________________________________________________________________ 

Are you still under that doctor’s care?____________ If yes, please explain_________________________________ 

______________________________________________________________________________________________ 

 



 
 
Client Name______________________________________ Date_____________ 
 

Worker’s Compensation Information (continued) 
 

Have you lost time from work?  Yes  No How much?________________________________________ 

Have you returned to work?   Yes  No If yes, date returned to work___________________________ 

Have you ever had a Worker’s Compensation claim before?  Yes  No Please provide us with previous injuries 

and dates_______________________________________________________________________________________ 

Are your work activities restricted as a result of this accident?   Yes  No If yes, please explain_______________ 

_______________________________________________________________________________________________ 

Do any other diseases or accidents affect your employment?   Yes  No If yes, please explain________________ 

_______________________________________________________________________________________________ 

 

Past History 
 

Have you ever been injured in this area before?________ If yes, when?___________________________________ 

If injured before, did you lose time from work?_________________________________________________________ 

If you lost time from work with injuries prior to this injury, give the name and address of doctor(s) consulted________ 

_______________________________________________________________________________________________ 

Have you been involved in any previous accidents of any kind (personal injury, automobile accident, or worker’s 

compensation)?____________ If yes, please explain details and dates_____________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

 

Legal Representation 
 

Have you retained an attorney?  Yes  No If yes, name, address, and phone #_______________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 
 

 

I certify that I have read and understand the above information.  To the best of my knowledge the above questions have 
been accurately answered. I authorize release of any information concerning my health care, advice, and treatment 
provided for the purpose of evaluating and administering claims for Worker’s Compensation benefits.  I also authorize 
payments directly to the doctor.  In the event that I fail to prosecute the claim for Workers’ Compensation for this 
illness or the condition is not a result of a compensable Workers’ Compensation case, I hereby agree to pay the usual 
and customary fees for services rendered in the above identified care. 
 
 

X____________________________________________________ ______________________ 
Signature of patient Date 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Dr. Laura E. Harrington, DC,   403 Tulip Street, Liverpool, NY 13088



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Dr. Laura E. Harrington, D.C. 
 
 
 403 Tulip Street, Liverpool, NY 13088 
 


