WORKERS COMP QUESTIONNAIRE

Name: Age:
Address: DOB:
City: Zip:
Home Phone: Work Phone:

SSN:

Employer Information
EMPLOYER ON DATE OF INJURY :

ADDRESS:

NATURE OF BUSINESS:

TITLE AND/OR NATURE OF YOUR EMPLOYMENT RESPONSIBILITIES:

NAME OF YOUR IMMEDIATE SUPERVISOR:

DATES OF EMPLOYMENT:

TIME LOST SINCE ACCIDENT (INCLUDE DATEYS):

WAGE RATE: Salary/ Hourly $

AVERAGE MONTHLY WAGE  Gross
TITLE AND/OR NATURE OF YOUR EMPLOYMENT RESPONSIBILITIES:

FORMER EMPLOY ERS (For at least 5 years before injury):
EMPLOYER NAME: ADDRESS: TYPE OF WORK:

ACCIDENT INFORMATION:
DATE: WEATHER:

TIME: WEEK DAY:

PHYSICAL LOCATION:

HOW ACCIDENT HAPPENED:

(IF NECESSARY CONTINUE ON BACK OF PAGE)



NATURE OF INJURIES:

DATE LEFT WORK AFTER ACCIDENT:

DATE RETURNED TO WORK:

WITNESSES:

NAME: ADDRESS: PHONE:
NAME: ADDRESS: PHONE

NAME: ADDRESS: PHONE




