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CLIENT INTAKE SHEET

Last Name First T Middie
Address A City | | Siate Zip
Teiaphone No.:( ) | ( ) : { )

~ Home _ Work \ Other

Is there a friend/ re!af;'\ke that we can confact if you cah,nat'be reached?

- Name S | Relationship ~ Telephane No.

Date of Birth __ Social Security No.: . _

Driver’s Licence No.:

Employer.
- Employer's Address | City Stafe Zip
Occupation;_____ Maywé contact you at work? Yes_ No.

Signature . : , T Date

Office Use Only

Prepared by:' ' Acct. No. - . Partnsr:

Type of case: Stafute: __ __ Fees:
Raferring Attorney Address Refarral Fee

Commente:




) , J
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Union'mamberéh'ep, if any

Employers' workars' compensation carrier

Name
Address___
City, State, Zip

Claim examiner

Claim number

Employer af fime of injury

Namea

Address

City, State, Zip

Home phone () | B

Immediate supsrvisor, Title

Date of hire
Job title

\Nas fhis a permanmn’: iob? (___) Yes - (__)No

If it was a temparary job, how long woull id the job have las’ead if the injury hadnot
happensd?

Earnings at fime of injury $ per

Based on hours per day and daysperweek____
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Other benefils ( } tips : { ) overiima Document hosted at JDSUPRA
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(__) uniform \ (__)meals

o | '(_) lodging ' (__)ymilsags
{___other

Eamings for the year prior to the accident

Did you have a sscond job at the fime of the injury? _

What was it?

it you had cantinued to work, would you have bsen entitled to
any salary increasss? () Yes (_yNo

If yas, explain

Has the employment bsen terminated?

If yes, date __. feason
INJURY INFORMATION
' Date of injury | Tima .

Location of accident_

How accident happened

Was the injury caused by another person, company, of m\'achinery?
(_Yss () No |

if yes, who or what?
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Parts of body snjured

Typs of lnjury (for example, fracture herniation, h=art attack cancer, allergies, stc.) _

'Parts of the body where you still have pam or othar dn‘nculty asa resuit of the work
injury, With shor{ description

Who was the accident reported 1o? (name)
Title
When

How

Witnesses o accident (give us their names and have them contact us)

Time lost from work due to injury:

From to
From ‘ io
From to
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| VWas TD pald? (_____) No (..._..._) Yes, at $ per waek Document hosted at JDSUPRA
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From ' o
From L o
From : to

Since ths date of the injury, have you received:

(__) State Disability in'suranca (sDlyor Employses' Disébiiity Insurance
(EDD) for the peried i

- attherateof
- per wesk, |

() Unemployment Insurance for the pariod

to__ . __attherate of § perWé'ek._

{__)YLong Term .Disabi{ity insurance (LTD) for the period : fo

=t the rate of § per week,

Name of carrier

 MEDICAL TREATMENT

() Employer supp!amentai pay attherate of S___-__ per for the period of

through

0 Vogational rehabilitation bensfits at the rate of §. per_____

for the period _through

f Kalser member (past or present), Mad Record Number
Who has paid for your medical care?
( Y warkers' compansation carrier (

(___yMediCal (

) employsr

) group carrier { ) seff ( )unpaid

Name of group carrier,

Health care providers who have freated or examined you since the accident:
Hospitals



A, Name

]
!
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Address

City, State, Zip

Dates!

)CT(__)ER

([ Yxerays () MRI( _

( ) other

8, Name__

Address'

City, State, Zip

" Dates: _

(yxrays () MRI(

CT(__ )ER

- (____)cther

(Vother ____

BHYSICAL THERAPY

Where

~ Prascribad by,

Date of next visit

-Dr.

DOCTORS

___Phone ( )

Addrass

City, State, Zip

Specialty _

Sent by




Dr.

Dr.

Dates
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Treatment
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Date of next visit

F’honé ( ) |

Addra'ss

- City, State, Zip _

Specialty

Dates -

Sent by N

Treatmeant

Date of next visit

City, State, Zip

Addrass_.

_ Phone ()

Specialty

Sent by

Dates .

Treatmant

Date of next visit
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Have ydu had any' 'mjurieé on the job béfora thisone? (___YNo () Yes

Dats -~ Type of Injury Attorney S‘cé&tus of Ciai-m |

. Have you had any injuries off the job bafore this one? ( JNo () Yss

Dats. Ty;j"é of Injury : . Atiomsy . StatusofClaim

" Do you have any other disabling llinesses, such as heart dissase, emphyssma,
~ arthritis, hearing or vision loss, sic? - e e

Comments:




