- :WORK ! COMP HISTORY

Pt e e i RGO

»v’i';;:':-_:f:AddfeSS i'ﬁ : S, o chy_ e State __Zp__
Age.___________ Birthdate L L sex . sIS# :

:f5;.Na'“°,°f:°°'"'°°“sa“°“Ca”"’" - P“°“°‘ ’
- Address of Carrier: — Gty __‘State ___ —. Zip
. EmployersName: oo ' _Phone( = )

~ EmployersAddress: Gty State___._Zp__

. Type of Business ____ f:f’v B . YourOccupation
Date Injured___________ Hour AMI PM Last Date Worked.__.______ A‘re‘“you off work? ( )Yes ( ) No

;lnjuredat — — Citv ’, j — State e ZIp

[ . Length of ﬂme worked there prlor to accident
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i’ Typeofworkbeing,done:at'timeof-lnjury. o R iR B S8 S SO st

Y lnyourownwords,pleasedescribeaocident T I

9. : Have you been treated by ' 'Qt” er 'doctor for thls accid‘ nt?
. Iyes, please list doctor’s name and address:

)Yes NS )No

i ﬁf}‘What type of treatment did you receive? _
~ How Iong were you treated by thls doctor?.

. 10. Are you: ( ) improved ( ) unchanged ( ) gettlngnvvdrse
ot -What types of: medicines are you takmg? L :

Do these medlcines help‘? ( )Yes ( )No ( )Don’t know .
2 Have you had physicai therapy? o )Yes ( )No i yes, how often? o

( )Dally : { )Every other day ( )Severai timesaweek (- )Weekly ( )Every other week
(" )Monthly (. )Other OIS RNt : o

Does the physical therapy help" ( )Yes “““ - )No ( )Don’t know , , ,

.13, Prior to this accident, have you ever had any of the phys;cal cornplalnts slmilar to what you have now?

S ( )Yes ( )No o )Don’tknow s :

SA’
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14. Have you had any other serious accidents which required medical care? ( )Yes ( )No

. Describe

Describe i

. .v;15..;;_;Have you- had any serious illnesses that required hospitalizatlon? (. )Yes (. )No. G

-Have yoﬁ had any surgeries? ( )Yes ( )No

_Ifyes, listtypeof surgeryanddate: _________

" 17. Have you had any nervous or mental Illnesses? ( )Yes ( )No

18. .I-lave you received a medical discharge from the Armed Forces? ( )Yes ( ) No

" 19. Have you returned to work since this accident? ( ) Yes (' yNo

If you have returned to work slnce your accndent please fm out the lnformatlon below

9. Changes in the weather affect my pain

)Yes

JNo. -

bM‘_E____ | Emn.oven occum'lon 4 I AL LU ;g%gag
CURRENT MEDICAL GOMPLAINTS
BACK PAIN ,
-~ 1. Currently; | have pain in my‘ (. -)3'-'°“-”--t:’va:°--k-; S § ,)».m,i_d;back. . ( ) upper back .
" 2. My pain began: B ©(")gradually  ( )suddenly
- 3. I'have pain: - (- )sometimes ( )allofthetime . .
4. My pain goes into my: . ( )rightieg ~( )leftleg  ( )both
B, lhavetlngllngandlornnmbness inmy:  ( )rightleg  ( )leftleg - ( Yboth. . . .
6. My pain is worse when I: ' B :
- cough or sneeze - (- )Yes - - (INo
sit _ ( )Yes ( YNo~
 bend C()Yes  ()No
Coeowalke S ()Yes (- yNo -
iR ( )Yes ( YNo
push. (. )Yes - - )yNo
pull “( )Yes ~( )No
~ 7. My back is worse with sexual activity ~ ( )Yes . (JNo . oo
8. My pain wakes me upduring the night - ( )Yes =~ ( )No
( (




NECK PAIN: - /.

)gradually . ()suddenly

1.;"‘My neck pain began ( ( ] )
2. 1 have pain: ( )sometimes ( ‘)all of the time . = -7 "~
3. My pain goes into my: , ( )rightarm  ( )leftarm  ( )both
4. 1 have tingling and/or numbness in my' ! )rlght arm (" )left arm ( )both
5 Mypaln is worse when I: B o |
" coughorsneeze {)Yes T ( )No
' bendforward { )Yes ( }No
it o A )YYes . (¢ )No
. push. ( )Yes " ( )No
S pul ( )Yes ( )No
turn my head ( )Yes ~( )No
8. My pain wakes me up durlng the night ()Yes () No
- 7. Changes in the weather affect my pain () Yes “( 1)No
8. 1 have neck stiffness ~( )Yes. ()No
8. I'have headaches : - YYes ( )No
10. if I do get headaches, they oceur: - ( )sometimes ( )all of the time

o ..OTHER PAIN

" Please describe any current medical complaints which you are experiencing :and were not previously covered on this
questionnalre, orlist any additlonal comments  you wish to make regarding your condltlon '

JOB DESCRIPTION‘

. {In terms of an 8-hour workday, “occasionally" means: 33%, “frequently” means 34% to 66% and “continuously" means
< '67% to 100% ef the day). .

1. Ina typlcal 8-hour workday, I (Circle # of hours / activity)

st 1 2 3 4 & 6 7 8 hours
Stand: 1 2 3 4 5 6 7 8  _hours

© Walk: 1 -2 3 4 5 6 7 8  hours
2. On the job, | perform the fotlowing’activlties ST '
NOT AT ALL OCCASlONALLY © FREQUENTLY CONT'NUOUSLY

Bend / stoop R E () (). Y
Squat vvvvv . : ( ) k ( ) . ( ) ( )
Crawl () ¢ () ()
- Climb () () R O ()
lﬂeach .above co E o ;

_ shoulder level {2 () () ()
Crouch B () () ) ()
Kneel ' B ) () () ()

.. Balancing - ) () () ()
e PushlnglPulIIng vvvvvvv R T () ) )



10.

1.

12.

. On the job, 1 lift: NOT AT ALL OCCASIONALLY FREQUENTLY CONTINUOUSLY

Up to 10 pounds
11 to 24 pounds
25 to 34 pounds
35 to 50 pounds
51 to 74 pounds
75 to 100 pounds ()

() ()

S~~~ o~

— e i it
S~ o~
- t” st
I~~~ g~ o~
L N R

. Do you have to bend over while doing any lifting? { )Yes ( YNo
. Are your feet used for repetitive movements, such as in operating foot controls? { )Yes { )No
. Do you use your hands for repetitive actions, such as:

~ SIMPLE GRASPING  FIRM GRASPING FINE MANIPULATING
Right hand ' { YYes ( )No ( )Yes ( )No { YYes { )No
Left hand ( )Yes ( )No { )YYes ( )No ( YYes ( )}No

. Are you required to work on unprotected heights? ( )Yes ( yNo

Describe:

Are you required to be around moving machinery? ( )Yes { )No
Describe:

Are you exposed to marked changes in temperature and humidity? ( )Yes { )No
Describe:

Are you required to drive automotive equipment? ( )Yes { YNo
Describe:

Are you exposed to dust, fumes and/or gases? ( )Yes ( )No

Describe:

Please list any additional comments:

Signature: Date:

Reorder HJ. Ross Co. (714) 539-2130



