Brodeur Family Chiropractic
Workers Compensation History
Patient Name:  



 D.O.B.:  


 S.S.#.:  



Date of accident:  






Employer’s name/address:  










Employer’s phone number:  










Who was the accident reported to?  









Your occupation:  












In your own words, please describe the accident:  





















Did you feel pain immediately after the accident?
( Yes

( No
If yes, where?  













Have you been treated with any other doctor?  








If yes, who?  












Are you taking medications?  










If yes, which?  












Would you say you are:
( Better
( Staying the same
 ( Getting worse

What other symptoms are you experiencing?

( Headache

( Stomach Upset

( Neck Pain

( Neck Stiff

( Fainting

( Face Flush

( Nervousness

( Irritability

( Cold Sweats

( Dizziness

( Lights Bothers Eyes

( Head Seems Too Heavy

( Pins & Needles in Arms

( Sleeping Problems

( Pins & Needles in Legs

( Numbness in Fingers

( Numbness in Toes

( Shortness of Breath

( Depression

( Buzzing in Ears

( Loss of Memory

( Ears Ring

( Loss of Balance

( Constipation

( Loss of Smell

( Loss of Taste

( Fatigue
( Diarrhea
( Feet Cold

( Hands Cold

( Back Pain

( Tension

( Fever
( Chest Pain

( 


( 


Are you working?
( Yes

( No
Did you lose time from work as a result of an accident? 
( Yes

( No

Have you retained an attorney?
( Yes

( No

If yes…

Attorney’s Name:  












Address:  













Phone number:  













Patient Signature:  






  Date:  



