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WORK COMPENSATION INTAKE 

Patient ___________________________________________________ Phone (          ) _______________________ 

Address _________________________________________ City _______________ State _______ Zip ___________ 

Age _____ Birthdate _____/______/_____ Sex ______ SSN ______________ Claim # ________________________ 

Name of Compensation Carrier: ______________________________________Phone (         )__________________ 

Address of Carrier: ________________________________ City _______________ State _______ Zip ___________ 

Employer’s Name: ________________________________________________ Phone (         )__________________ 

Employer’s Address: _______________________________ City _______________ State _______ Zip __________ 

1. Type of Business ____________________________ Your Occupation ______________________________ 

2. Date of Injured __________Hour _______ AM/PM Last Date Worked ________ Are you off? (   )Yes (   )No 

3. Previous Worker’s Compensation Injury? (   )Yes  (   )No 

4. Accident reported to employer? (   )Yes  (   )No  Name of person reported accident to _________________ 

5. Injured at: ________________________________ City _______________ State _______ Zip ___________ 

6. Length of time worked there prior to the accident: _____________________________________________ 

7. Type of work being done at time of injury: ____________________________________________________ 
_______________________________________________________________________________________ 

8. In your own words, please describe accident: _________________________________________________ 

_______________________________________________________________________________________ 

              _______________________________________________________________________________________ 

              _______________________________________________________________________________________ 

9. Have you been treated by another doctor for this accident? (   ) Yes  (   ) No 

              If Yes, please list doctor’s name and address: __________________________________________________ 

              _______________________________________________________________________________________ 

              What type of treatment did you receive? _____________________________________________________ 

              How long were you treated by this doctor? ___________________________________________________ 

10. Are you:  (   )improved    (   )unchanged    (   )getting worse 

11. What types of medicines are you taking? _____________________________________________________ 

              _______________________________________________________________________________________ 

              Do these medicines help? (   )Yes (   ) No  (   )Don’t know 

12. Have you had physical therapy? (   ) Yes  (   )No   If yes, how often? ________________________________ 

              (   ) Daily    (   )Every other day    (   )Several times a week    (   )Weekly    (   )Every other week 

              (   )Monthly    (   )Other __________________________ 

13. Prior to this accident, have you ever had any of the physical complaints similar to what you have now? 

              (   )Yes  (   ) No  (   )Don’t know 

              If Yes, describe: __________________________________________________________________________ 

              _______________________________________________________________________________________ 

              _______________________________________________________________________________________ 

Were these similar complaints the results of a previous accident(s)? (   )Yes   (   )No 

Please provide details od accident(s): ________________________________________________________ 

              _______________________________________________________________________________________ 

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

Describe: _____________________________________________________________________________ 

15. Have you had any serious illnesses that required hospitalization? (   )Yes  (   )No 

Describe: _____________________________________________________________________________ 

            _______________________________________________________________________________________ 

            _______________________________________________________________________________________ 

16. Have you had any surgeries? (   )Yes  (   )No 

If Yes, list type of surgery and date: ________________________________________________________ 

            _______________________________________________________________________________________ 

            _______________________________________________________________________________________ 

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

Have you had psychiatric care? (   )Yes  (   )No 

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

19. Have you returned to work since this accident? (   )Yes  (   )No  

If you have returned to work since your accident, please fill out the information below: 

Date Employer Occupation Light Duty 
Reg. Duty 

Full-Time 
Part-Time 

     

     

     

     

 

CURRENT MEDICAL COMPLAINTS 

BACK PAIN: 

1. Currently I have pain in my: (   ) low back (   ) mid back (   ) upper back 

2. My pin began: (   ) gradually  (   ) suddenly  

3. I have pain:  (   ) sometimes (   ) all of the time  

4. My pain goes into my: (   ) right leg (   ) left leg (   ) both 

5. I have tingling and/or numbness in my: (   ) right leg  (   ) left leg (   ) both 

6. My pain is worse when I:    

Cough or sneeze (   )Yes (   )No  

Sit (   )Yes (   )No  

Bend  (   )Yes  (   )No  

Walk (   )Yes (   )No  

Lift (   )Yes (   )No  

Push (   )Yes (   )[No  

Pull (   )Yes (   )No  

7. My back is worse with sexual activity (   )Yes (   )No  

8. My pain wakes me up during the night (   )Yes (   )No  

9. Changes in the weather affect my pain (   )Yes (   )No  
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NECK PAIN: 
1. My neck pain began: (   ) gradually  (   ) suddenly   

2. I have pain: (   ) sometimes (   ) all of the time  
3. My pain goes into my: (   ) right arm (   ) left arm (  ) both 
4. I have tingling and/or numbness in my: (   ) right arm (   ) left arm (   ) both 

5. My pain is worse when I:    
Cough or sneeze (   ) Yes (   ) No  

Bend forward  (   ) Yes (   ) No  
Lift (   ) Yes (   ) No  

Push (   ) Yes (   ) No  

Pull (   ) Yes (   ) No   
Turn my head (   ) Yes  (   ) No  

6. My pain wakes me up during the night (   ) Yes (   ) No  
7. Changes in the weather affect my pain (   ) Yes (   ) No  

8. I have neck stiffness (   ) Yes (   ) No  

9. I have headaches (   ) Yes (   ) No  
10. If I do get headaches, the occur: (   ) sometimes (   ) all of the time  

 
OTHER PAIN: 

Please describe any current medical complaints which you are experiencing and were not previously 
covered on this questionnaire, or list any additional comments you wish to make regarding your 
condition: 
______________________________________________________________________________________ 

              ______________________________________________________________________________________ 
              ______________________________________________________________________________________ 
 

JOB DESCRIPTION: 
(In terms of an 8-hour workday, “occasionally” means 33%, “frequently” means 34% to 66%, and “continuously” 
means 67% to 100% of the day). 
 

1. In a typical 8-hour workday, I: (Circle # of hours / activity) 
Sit:                 1     2     3     4     5     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, I perform the following activities:  
                                                            NOT AT ALL           OCCASIONALLY             FREQUENTLY            CONTINUOUSLY 

Bend / stoop                             (    )                           (    )                                 (    )                              (    ) 
Squat                                          (    )                           (    )                                 (    )                              (    ) 
Crawl                                          (    )                           (    )                                 (    )                              (    ) 
Climb                                          (    )                           (    )                                 (    )                              (    ) 
Reach above 
     Shoulder level                      (    )                           (    )                                 (    )                              (    ) 
Crouch                                        (    )                           (    )                                 (    )                              (    ) 
Kneel                                           (    )                           (    )                                 (    )                              ( 
Balancing                                    (    )                           (    )                                 (    )                              (    ) 
Pushing / Pulling                       (    )                           (    )                                 (    )                              (    ) 



 
Woodlake Chiropractic 

 

3. On the job, I 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           (    )                            (    )                                 (    )                                (    ) 

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

                              SIMPLE GRASPING             FIRM GRASPING              FINE GRASPING 
Right hand             (   )Yes   (   )No                    (   )Yes   (   )No                 (   )Yes   (   )No 
Left hand               (   )Yes   (   )No                    (   )Yes   (   )No                 (   )Yes   (   )No 

7. Are you required to work on unprotected heights? (   )Yes  (   )No 
Describe: ___________________________________________________________________________ 
___________________________________________________________________________________ 

               ___________________________________________________________________________________ 
8. Are you required to be around moving machinery? (   )Yes  (   )No 

Describe: ___________________________________________________________________________ 
___________________________________________________________________________________ 
___________________________________________________________________________________ 

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

              ___________________________________________________________________________________ 
              ___________________________________________________________________________________ 

10. Are you required to drive automotive equipment? (   )Yes  (   )No 
Describe: ___________________________________________________________________________ 

               ___________________________________________________________________________________ 
               ___________________________________________________________________________________ 

11. Are you exposed to dust, fumes and/or gases? (   )Yes  (   )No 
Describe: ___________________________________________________________________________ 

               ___________________________________________________________________________________ 
               ___________________________________________________________________________________ 

12. Please list any additional comments: _____________________________________________________ 
               ___________________________________________________________________________________ 
               ___________________________________________________________________________________ 
 
 
 

Patient Signature: _________________________________             Date: _________________ 
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Photo Consent  

I give permission to Woodlake Chiropractic doctors and staff to use my photographs, videos and any handwritten/emailed testimonials from me for advertising purposes 
both internal and external. This would include but is not limited to; newsletters, print ads, websites, in office use, and any other promotional item for the office. Should I 
request to have my photos, videos or written testimonials removed, I will inform the doctors in writing. 

_____________________________________________________________________                        _____________________________________________________ 

                                    Signature of Patient or Guardian                                                                                                                 Date 

 

X-Ray Consent  

I hereby give my consent to Woodlake Chiropractic and its representatives to take X-rays as deemed appropriate by the examining Doctor of Chiropractic. I also 
declare that to the best of my knowledge; I am not pregnant. I have read and understood all the above information. 

____________________________________________________________                       _______________________________________________ 

                                  Signature of Patient or Guardian                                                                                                                   Date  

Terms of Acceptance 

It is essential that the patient seeking chiropractic care and the chiropractic whom they select are both working towards the same therapeutic goal. 
Below we outline our objective and our method in order to prevent confusion or disappointment.  

Subluxation is a misalignment of one or more of the joints in the body. This can cause pain or altered nerve function that interferes with the body’s 
innate ability to maintain health. 

An Adjustment is the specific application of forces to facilities the body’s correction of subluxation. Our chiropractic method of correction utilizes 
specific manual and instrument-assisted adjustments to the spine, other joints in the body, and the nervous system to assist the body in returning to 
a state of maximum health. Modalities such as exercise, stretching, and soft tissue therapies may be used to achieve the optional well-being of the 
patient. 

Health is a state of optimal physical, mental, and social well-being, not merely the absence of disease. 

Financial Policies 

PAYMENT IS DUE AS SERVICE IS RENDERED 

However, as a courtesy to our patients, we do allow other payment options within guidelines of our policy. 

1. CASH: We accept cash, check, Visa, Mastercard, American Express, and Discover. Payments for services are due at the time the services are 
rendered unless payment arrangements have been approved in advance by our staff. Returned checks maybe subject to a $15.00 service charge 
additional to penalties incurred by the banking institution. Savings plans are available for children, families, and adults desiring regular 
treatments. 

2. GROUP INSURANCE: Patients are responsible for payment in full at the time of and for the first visit. If out of network, the patient is responsible 
for submitting all claims to their insurance company for reimbursement.  

3. WROKER’S COMPENSATION: Patients are required to fill out a worker’s compensation questionnaire. When verification has been completed and 
the proper forms are filed, we will accept assignment on work related cases. 

4. ACCIDENTAL/PERSONAL INJURY: Patients are required to complete a personal injury questionnaire and/or an accident report form. If you have 
been involved in a motor vehicle accident, it is important that you report the accident to your insurance agent. You must ask for a claim number 
and obtain the appropriate billing information. If an attorney is involved, please let us know. 

5. MEDICARE: We will submit al claims to Medicare for you. You are responsible for payment of all services at the time of service. This would 
include x-rays, examinations, adjustments, supports, nutrition, and therapy. You must provide your Medicare card at the first visit. If you have a 
secondary insurance, we will bill Medicare, but you are responsible for submitting any unpaid balance to your secondary insurance. 

6. MEDICAL ASSISTANCE:We do not accept assignment for Medical Assistance in our office. Savings plans are available for people on social security.  

 

Acknowledgment of Receipt of Privacy Practices  

I, _______________________________, acknowledge that I have received, reviewed, understand and agree to the Notice of Privacy Practices of Woodlake 
Chiropractic which describes the practice’s policies and procedures regarding the use and disclosure of any of my Protected Health Information created, 
received or maintained by the practice. 

If you have any questions or comments regarding our terms, policies, we are happy to assist you. 

__________________________________________     _________________________________________________________     _______________________ 

                          Name of Patient                                                                             Signature of Patient or Guardian                                                        Date  

 


