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(860) 828-3435 
  

Workers' Compensation Questionnaire 
 

Name: _____________________________________________________________                       Age: _________ 

 

Name of Employer: _______________________________________   Job Title: ___________________________  

 

Address of Employer: ______________________________________________________________________ 

 

Date of Injury/Accident: _______________________                                         Time of Accident: ________________ 

 

Please explain fully how your accident happened?  __________________________________________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________ 
 

What did you feel immediately after the accident? __________________________________________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

What pain or other symptoms are you currently experiencing? _________________________________________ 

_______________________________________________________________________________________  
Did you continue working? Yes / No Explain: _________________________________________________________ 

Did you report the accident? Yes / No If yes, to whom? ______________________________________________ 

Name & phone number of contact person at your office: _____________________________________________ 

_______________________________________________________________________________________ 

Did you receive any immediate treatment? Yes / No If yes, describe treatment: _____________________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________

List providers consulted since your accident: ___________________________________________________________ 

_______________________________________________________________________________________________ 

Please list any medications you are currently taking for this condition (including over-the-counter): _______________ 

_______________________________________________________________________________________________ 

 

Did you miss any work?  Yes / No   If yes, please describe: _______________________________________________ 

Please describe your regular work duties: ________________________________________________________ 

_______________________________________________________________________________________ 

Are you able to perform your regular work duties? Yes / No  If  no, please list your restrictions: ________________  

_______________________________________________________________________________________ 
Are there daily activities at home or work that you can’t perform due to your injury?  Yes/ No   If yes, please list: 

_______________________________________________________________________________________ 

Have you previously injured this area before? Yes / No  If Yes, please describe previous injuries: _______________ 

_______________________________________________________________________________________
Have you hired an attorney for this injury?  Yes / No   
 

If yes, give name & address: _______________________________________________________________ 
 

Signature: ___________________________________________________   Date: ____________________ 


