
  POTENTIAL CLIENT INFORMATION      
  
 
Date:  _________   Referred By: ______________ 
 
Name:  ____________  Telephone: (___) _________ 
 
      Language:      ______________ 
 
Address: __________________________________________ 
   
Employment Information: 
 
Name of Employer: ______________________________________ 
 
Address:  ______________________________________ 
 
Telephone No.: _(____)_______________ 
 
Date Hired:  _________    Last Date Worked:  ___________ 
        Rate of Pay:  $________hours per week ___ 
Occupation:  __________ 
Still Employed: Yes/ No   If not, explain:    ____________ 
 
Date of Injury: ___________ D/Injury #2:  ____________  
 
Parts of body injured:  ____________________________________ 
 
Facts of Accident:  _____________________________________ 
 
    _____________________________________ 
 
MEDICAL TREATMENT: 
 
Treating Doctor/Clinic: _________________________ 
MRIs/X-rays/P.T.  _________________________ 
 
Surgery Recommended: Yes/No 
 
Released/P&S:  ________________________ 
 
Panel QME:   Yes/No Doctor: ______________ 
 
INSURANCE INFORMAITON: 
 
Name of Carrier: ______________ Address: __________________ 
Telephone No.: (      ) __________ Claim #:  __________________ 
Benefits:  TD:  _________ PD:          __________________ 
 
PRIOR INJURIES: 
 
Workers’ Comp Cases: Y/N if yes, When?  _________________ 
     Parts of body:  _________________ 
     Settlement: _________________ 
 
Personal Injury:   Y/N if yes, When? _________________ 
     Parts of body: _________________ 
     Settlement: _________________ 
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