
STATEMENT OF THE INJURED 

 

 

 NAME: ___________________________________  MARRIED/SINGLE___________ 

 

ADDRESS__________________________________TELEPHONE_________________ 

 

SOCIAL__________________DATE OF BIRTH________________M/FM__________ 

 

HEIGHT/WEIGHT______________RIGHT/LEFT HANDED__________ 

 

DEPENDENTS (NAME/AGE)______________________________________________ 

 

EMPLOYER____________________OCCUPATION____________________________ 

 

DATE OF HIRE_________________  

 

DATE OF ACCIDENT_______________PLACE OF ACCIDENT__________________ 

 

TIME OF ACCIDENT:____________am/pm 

 

DESCRIBE THE ACCIDENT IN DETAIL, WHAT YOU WERE DOING, WHAT 

HAPPENED: 

 

 

 

 

 

 

 

 

 

 

 

 

DESCRIBE YOUR INJURY:______________________________________________ 

 

NAME/ADDRESSES OF WITNESSES/PERSONS HAVING KNOWLEDGE: ______ 

 

NAME OF PHYSICIAN ARE/HAVE SEEN:___________________________________ 

 

HIS ADDRESS/PHONE:___________________________________________________ 

 



DATE OF FIRST VISIT:_______________________________________________ 

 

FOLLOW UP TREATMENT____________________________________________ 

 

DIAGNOSIS_________________________________________________________ 

 

EXCUSED FROM WORK/ HOW MANY DAYS___________________________ 

 

MODIFIED WORK GIVEN/ WHAT RESTRICTIONS_______________________ 

 

 

HISTORY: 

 

ANY PREVIOUS ACCIDENTS OR INJURIES (work or otherwise) PLEASE GIVE 

DETAILS_____________________________________________________________ 

 

DO YOU HAVE ANY SERIOUS ILLNESSES, PLEASE EXPLAIN______________ 

______________________________________________________________________ 

 

PERSONAL PHYSICIAN’S NAME, ADDRESS, PHONE:______________________ 

 

______________________________________________________________________ 

 

 

 

__________________________________  ______________________ 

INJURED EMPLOYEE    DATE 

 

 

 

 




