NYS WORKERS’ COMPENSATION PATIENT REGISTRATION

Today’s Date Which physician are you seeing today?

Last Name First Name

Address Home Phone

City, State, Zip Work Phone

Email Address Cell Phone

SS# Date of Birth Age Sex ( )Male ( ) Female

Were you referred here for a consultation by another Physician, Physical Therapist or Lawyer? ( ) Yes ( ) No
If yes, who is requesting this?

Name Address Phone/Fax

Are you currently working? ( ) Yes ( )No Retired? () Yes ( )No Last date worked?

Employer Office Phone Occupation
Address City State Zip
Who is your Primary Care Physician? Phone

Physician’s Address

WORKERS’ COMPENSATION INSURANCE INFORMATION

Insurance Carrier Phone
Address

Claim No. WCB No.

Policy Holder Date of Accident
Attorney Name Phone

Address




Last Name First Name Appointment Date What Dr. are you seeing today?

CC: Chief complaint: What is the reason for this visit?

Did you bring films/disc? X-Ray 0Y N MRI OY oN CD/DVDO YOoN
Location: What is the location of your injury? Check all that apply

O Spine/Back O Neck OR Shoulder OL Shoulder URArm OLAm O RElbow DLEIlbow OL Wrist OR Wrist
0 R Hand a L. Hand T R Hip O L Hip 0O Toes  OFinger O Pelvis OChest 0 Ribs D Clavicle
OR Leg OLLeg ORKnee ODLKnee ORAnkle OLAnkle ORFoot OL Foot Other;

State of NY — Workers Compensation: H this injury was WORK RELATED, Please answer all of the questions below.

Check the ONE box which best describes how your problem started and answer the questions asked.
O NO INJURY or onset was: D Gradual OSudden

OINJURY AT WORK  Froma: O lift Otwist O fall 0 bend Opull Oreach Date: Time: Where?

0 WORK RELATED (BUT NO INJURY) Date: How did your job cause the problem?

Have you missed time from work? 0Y oN If yes, how much? days/weeks/months/years
When is the last date you worked at your regular job? Date;

If you are NOT currently working, is your goal to return to work? 0Y o N
Current Work Status? 0 Regular O Light Duty © Not working due to this injury © Disabled © Retired © Student
Are you currently receiving or plan to apply for; Disability : @Y @ N Worker’s Comp: 0Y o N Unemployment: 0Y oN

Was your injury reported to your employer? oY o N If so, who did you report it to?

Were you hospitalized for this injury? ©Y 0N On date of injury what was your job title/description?

On date of the injury what were your work activities?

Please write specific details of your problem (if accident/injury, list details):

Are you being treated by another physician for this condition/injury? ©0Y ON Ifyes: Dr.

What tests/scans have you had for this problem? OX-Ray OMR] O CT Scan OBone Scan O Nerve Test (EMG)
If yes, what location? (Name of office, hospital, radiology cite)

DominantHand 0L OR O Ambidextrous (both)

If this injury was due to 2 MOTOR VEHICLE ACCIDENT, please answer the questions below

Were you wearing a seat belt at the time of the accident? OY o N Did your airbag deploy? 0Y oN

Your Car: O Hit another car Was hit in the: O Right O Left O Rear O Front

" Date of Accident;

Type of Accident: © Head on collision  OBroad side collision O Rear end collision O Frontimpact ©OT collision D You were a Pedestrian

Did you go to the hospital for this problem? 0Y oN If yes, which hospital?

What type of pain do you have? OBurning ODiffuse CDull/Aching  ©Localized ORadiating D Sharp
OShooting DStabbing OThrobbing OTightness OTingling

What is your level of pain when active ?  Please Circle 0 1 2 3 4 5 6 7 8 9 10 mostsevere
What is your level of pain at rest? PleaseCircle 0 1 2 3 4 5 6 7 8 9 10 mostsevere

What is your severity of pain? PleaseCircle 0 1 2 3 a4 S5 6 7 8 9 10 most severe



Last Name First Name Date

Duration: How long have you had your pain? 1234567891011 12 Hours / Days / Weeks / Months / Years

Have you had a problem like this before? 0OY ON  Date original problem/condition started?

Is your pain with activity? © Constant or O Intermittent (comes and goes) O Frequent 2 Occasional

When do you have the worst pain? OMoming O Afternoon CUNight Owith Activity

Does your pain affect your ability to asleep? DY ON

Does your pain get better with? Please Circle  Warmth or Cold Does it get worse with? Warmth / Cold / Dampness

What makes your symptoms/pain worse? OStretching GSitting OStanding DTwisting ©Walking O Bending U Squatting
CKneeling OWarmth OCold OLifting O Exercise OStairs O Lying inbed O Coughing D Other:

Context: Which make your symptoms/pain better? ORest ORx Meds O Elevation O Ice O Heat OMassage
What are you treating your pain with?

Have you had any of these treatments? O Injections 0 Brace/s o Physical Therapy

Associated signs and symptoms: Do you have any of the following? check all that apply
Olrritability/Mood Swings ~ OLocalized Tingling

©3None (denies any symptoms)
ORinging in Ears
OStiffness OHeadaches DOWeakness OAches OBurning OCold Limbo(s) ODifficulty Walking 0OSleep Disturbance

OBlurred Vision  DDepression ONausea

ODizziness ~ UEcchymosis OChronic Fatigue OFever OHeartburn  OJoint Stiffness OMuscle Spasm

OMuscle Weakness ONumbness  OPale Bluish Skin  OPins & Needles CRhinorrhea  OShortness of Breath DSweating

OSwelling O Locking/Catching  OLoss of control of bladder or bowel O Bruises
REVIEW OF SYSTEMS Have you had any problems related to the following systems? Circle all that apply
Constitutional Systems Chills Fever Headache None
Eyes Blurred Double Vision Vision Change None
Ear/Nose/Throat Earache Sore Throat Sinus Congestion None
Cardiovascular Chest Pain Shortness of Breath Palpations None
Respiratory Chronic Cough Wheezes Asthma None
Gastrointestinal Abdominal Pain Nausea Bowel Habit Changes Nane
Genitourinary Frequent Urination Urine Retention Kidney Problems None
Musculoskeletal Neck Pain | Back Pain Joint Pain Norne
| Skin Rash Skin Discolor Persistent Iich None
Neurologic Stroke Weakness Vertigo None
Psychiatric Anxiety Depression Sleep Disorders None
Endocrine Thirst Increase Sweats Thyroid Disease None
Hematologic/Lymphatic Swollen Glands Blood Clotting Preblem Anemia None
| Allergic/Immunologic Hay Fever None




Last Name First Name Date

Vitals: What is your height and weight? Height: Ft Inches Weight: tbs

0oz

Do you take anti coagulants? (blood thinners) [ Plavix/Clopidogrel [J Coumadin/Warfarin O Fragmin OLovenox (3 Platal

check all that apply
PAST MEDICAL HISTORY (PHX)

Have you had any prier Orthopedic Surgery? o Yes oNo Ifyes: Procedure & Date

Please list any other Surgery you have had by operation (type) and date:

CURRENT PERSONAL ILLNESSES: Check all that apply
O None (denies any personal illnesses)

0 Diabetes oy Heart Disecase o High Blood Pressure 0 Elevated Cholesterol o Lung Disease o Thyroid Disecase o Ulcers
0 Peripheral Vascular Disease 0 Cancer o Pacemaker o Kidney Disease o Liver Disease o Seizures 0 Psychiatric Disorders

0 Serious Infection 0 HIV 0 Hepatitis o Other

FAMILY HISTORY (FHX)
Is there a family history of medical or orthopedic conditions? ©Yes ©No

If yes; please list R

Which family member: (Mother, Father, Sister) , ,

Have you or any family member had a blood clot (Deep Vein Thrombosis)? o Yes ¢ No
SOCIAL HISTORY (SHX) Check all that apply
Marital Status: o Single o Married o Divorced/Separated o0 Widowed o

Smoking Status: 0 Never Smoked © Former Smoker o Current every day Smoker o Current someday Smoker
If you smoke, how many packs a day?

Alcohol usage: o Non-Drinker © Social Drinker 0 Alcoholic Have you been treated for alcohol addiction? 0 Yes
Drug usage: 0 Yes 0 No Ifyes; (check off type used) 0 Marijuana o Cocaine 0 Amphetamines 0 Other
Have you been treated for drug addiction? oYes 0 No

Do you now or have you ever used illicit or intravenous drugs? o Yes oNo

MEDICATIONS:  please list current medications and doses
/ /

/ /

ALLERGIES: Do you have any allergies? 0 Yes o No

Drug Allergy o Yes oNo Ifyes; Drug Name Type of Reaction & Date

uNo

Food Allergy o Yes oNo Ifyes; Food Type of Reaction & Date

Environmental Allergy (example; latex, dust, pet dander, grass) o Yes o No

If yes, what are you allergic to? Type of Reaction & Date

06/21/11



NOTICE THAT YOU MAY BE RESPONSIBLE FOR MEDICAL COSTS IN THE EVENT OF
FAILURE TO PROSECUTE, OR IF COMPENSATION CLAIM IS DISALLOWED, ORIF
AGREEMENT PURSUANT TO WCL §32 IS APPROVED

WCRB CASE NO. (I X NATURE OF INJURY OR INJURED PERSON'S
O, (IfKnown) CARRIER CASE NO. (If Known}) DATE OF INJURY ILLNESS SOC. SEC. NO.
APT. NO.
cLamant | MAME ADDRESS
EMPLOYER
INSURANCE
CARRIER

You may become responsible for the medical costs of treatment for your illness or condition with the
provider listed below if (1) you fail to prosecute the claim for workers' compensation or (2} itis
determined by the Workers' Compensation Board that the illness or condition which required treatment
was not a resuit of a compensable workplace accident or occupationat disease or (3) if an agreement is
executed by you and approved pursuant to Workers' Compensation Law §32 in which you waive your
right to medical benefits from the workers' compensation carrier/self-insured employer for treatment/
services performed after the date the agreement is approved. If any of the above events occurs, the
provider may bill you directly instead of the employer or insurance carrier, and you will be responsible
for the provider's fees for services rendered.

I hereby acknowledge that | have read the above and understand the circumstances under which | may
become responsible for payment.

Claimant's Signature Date

Provider's Name and Address

TO THE CLAIMANT

Workers' Compensation Board Regulation 325-1.23 permits your doctor or therapist to request that you sign this A-9 notice. By signing this
notice, you acknowledge your obligation to pay the provider's fees for the services you receive if it tumns out that such fees are not legally
required to be paid by your employer or its workers' compensation insurance carrier and if such fees are not covered by other insurance.
The employer or carrier may not be required to pay the doctor's fees if, for example, you fail to file a claim for workers’ compensation, or fail
to notify your employer of your injury or iliness, or fail to attend a Board hearing if your employer challenges your right to benefits. Even if
you make all required efforts to prosecute your claim, the Workers' Compensation Board may still find that you are not entitled to benefits.
In such cases, this notice advises your health provider that you acknowledge your personal liability for payment of his/her bills.

Workers' Compensation Law Section 32

The A-9 notice also covers instances in which a claimant with an existing valid workers' compensation case comes to an agreement with
his/her employer or its insurance carrier settling his/her case in accordance with Section 32 of the Workers’ Compensation Law. A Section
32 agresment may include a provision which relieves the employer or carrier of the liability to pay future medical bills associated with the
case. Your health care provider may ask you to sign this A-9 notice to insure that you acknowledge your personal liability for payment of
his/her bills if you have waived your right to future medical benefits under a Section 32 agreement.

if you have any questions, contact your attorney or licensed hearing representative, if you have one. You may also contact your local
district office of the Workers' Compensation Board.

TO THE HEALTH CARE PROVIDER

This notice is meant to advise the workers' compensation claimant that he/she may be responsible for payment. Failure of the claimant to
sign this form does not relieve the provider of the obligation to treat the claimant, nor does it negate the claimant's responsibility for
payment.

Keep the original of this form for your records and give a copy to the claimant. Do not file with the Workers' Compensation Board. You
will receive Notices of Decisions in which the compensability of a claim, authorization of treatment, or payment of medical bills is included.
You will also be notified if the claimant submits a Section 32 Agreement with the Board for approval. Do not bill the claimant unless and
until you receive a Board decision finding that 1) claimant failed to prosecute the claim, or 2) the claim is denied, or 3) the treatment is not
causally related to the work injury, or 4) a Section 32 agreement relieving the carrier of liability for medical treatment is approved.

Prescribed by Chalr

A-9 (1-07) Workers' Compansation Boars ESTE RESUMEN ESTA ESCRITO EN ESPANOL AL DORSQ. NY-WCB
State of New York
{www.wcb.state.ny.us)



Employee Claim C-3
State of New York - Workers' Compensation Board

Fill out this form to apply for workers' compensation benefits because of a work injury or work-related illness. Type or
print neatly. This form may also be filled out on-line at www.wcb.state ny.us.

WCB Case Number {if you know It):
A. YOUR INFORMATION {Employee)

1. Name: 2. Date of Birth: / /
First M Last
3. Mailing address: .
Numbar and Sieel/PO Box Gy Slale 2Zp Code
4, Social Security Number: - - 5. Phone Number: { ) 6.Gender. [ |Male []Female

7. Do you speak English? []Yes {] No ifno, what language do you speak?

B. YOUR EMPLOYER(S)
T.Empl_o_yer_ when injured: _ 7 2. Phone Number: ()

3. Your work address:

Number and Street City Stais Zip Code
4. Date you were hired: / / 5. Your supervisor's name:

6. List names/addresses of any other employer(s) at the time of your injuryfiiness:

7. Did you lose time from work at the other employment(s} as a result of your injury/iliness? [Tyes [INo

C. YOUR JOB on the date of the injury or illness
1. What was your job title or description?

2. Whal types of activities did you normally perform at work?

3. Was your job? (checkone)  [7] Full Time  [] Part Time [ Seasonal [] Voluntesr [ ] Other:

4. What was your gross pay (before taxes) per pay period? 5. How often were you paid?

6. Did you receive lodging or tips in addition to your pay? [ ] Yes [ No Ifyes, describe:

D. YOUR INJURY OR ILLNESS
1. Date of injury or date of onset of illness: / / 2. Time of injury: [(JaM [Jpm

3. Where did the injury/iliness happen? (e.g., 1 Main Street, Pottersville, at the front door)

4. Was this your usual work location? [ClYes []No i no, why were you at this location?

5. What were you doing when you were injured or became ill? (e.g., unloading a truck, typing a report)

6. How did the injuryfillness happen? (e.g., | tripped over a pipe and fell on the floor)

7. Explain fully the nature of your injuryfiliness; list body parts affected (e.g., twisted left ankle and cut to forehead):

THE WORKERS COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE
C-3.0(8-09) Page 1 of 2 WITH DISABILITIES WITHOUT DISCRIMINATION www.web.state.ny.us



YOUR NAME:_F DATE OF INJURY/ILLNESS: / /

Wrst M Lasi
D. YOUR INJURY OR ILLNESS continued
8. Was an object (e.g., forklift, hammer, acid) involved in the injuryfliness? [ ]Yes [ JNo If yes, what?

9. Was the injury the resuit of the use or operation of a licensed motor vehicle? [ ]Yes [ ] No
fyes, [ ]yourvehicle [ ] employersvehice [ ] othervehicle  License.plate number (if known):

If your vehicle was involved, give name and address of your motor vehicle insurance carrier:

10. Have you given your employer (or supervisor) notice of injuryfillness? [CJyes [] No
If yes, notice was given to: [(Joralty [ in writing  Date notice given: 1

11. Did anyone see your injury happen? [_]Yes [ ] No [ ] Unknown I yes, list names:

E. RETURN TO WORK

1. Did you stop work because of your injury/ilness? | ] Yes,onwhatdate? __ [ [ [ ] No, skip to Section F.
2. Have youretumed o work? "] Yes []No Ifyes,onwhatdate? /| [ regular duty [ limited duty
3. If you have retumed to work, who are you working fornow? [ ] Same employer [ ] Newemployer [ ] Self employed
4. What is your gross pay (before taxes) per pay period? How often are you paid?
F. MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS
1. What was the date of your first treatment? / / {1 None received (skip to question F-5)

2. Were you treated on site? [ ] Yes {_] No

3. Where did you receive your first off site medical reatment for your injuryfiliness? [ Inone received [ ] Emergency Room
[] Doctor's office [} ClinicHospital/Urgent Care [] Hospital Stay over 24 hours
Name and address where you were first treated: '

Phane Number: { )

4. Are you still being treated for this injuryfillness? ] Yes [ ] No
Give the name and address of the doctor(s} treating you for this injuryfillness:

Phone Number: ( )
5. Do you remember having another injury to the same body part or a similar ifiness? [ ]Yes [ ] No

It yes, were you treated by a doctor?  [JYes [ |No If yes, provide the names and addresses of the doctor{s) who treated
you and COMPLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORM:

6. Was the previous injuryfillness work refated? [ _]Yes [] No
If yes, were you working for the same employer that you work for now? [JYes []No

I am hereb¥ making a claim for benefits under the Workers' Compensation Law. My signature affirms that the information | am providing is true
and accurate to the best of my knowledge and belief.

Any person who knowingly and with INTENT TO DEFRAUD presents, causes to be presented, or prepares with knowledge or belief that it
will be rresented to, or z“an insurer, or self-insurer, any information containing any FALSE MATERIAL STATEMENT or conceals any

material fact, SHALL BE GDILTY OF A CRIME and subject to substantial FINES AND IMPRISONMENT.
Employee’s Signature: . Print Name: Date: f /
On behalf of Employee: Print Name: Date: / /

An individual may sign on behalf of the employee only if he or she is legally authorized fo do so and the employee is a minor, mentally incompetent or incapacitated.

| certify to the best of my knowledge, information and belief, formed after an inquiry reasonable under the circumstances, that the allegations and other factual
matters asserted above have evidentiary support, or are likely to have evidentiary support afler a reasonable opportunity for further investigations or discovery.

Signature of Atlorney/Representative (if any): Date: / !
Print Name: Title:
IDNo.,ifany: R if Licensed Representative, License No.: Expiration Date: ! /
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