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INJURED WORKER STATEMENT
Name ________________________________________

Date of Birth: 




Address ______________________________________

Telephone 



        _____________________________________________

Social Security#




Date, place and time of the accident ______________________________________________________

Were you working at the time of the accident? ______________If not, explain ___________________ 

___________________________________________________________________________________

Was someone/something else responsible for the accident? ___________Explain _________________

___________________________________________________________________________________ 

Who witnessed the accident? ___________________________________________________________

Provide a description of the accident _____________________________________________________

Who did you inform of the accident and/or injury? __________________________________________



What body part was injured? __________________________________________________________

Were you hospitalized? _____________ Where? __________________________________________

How long? ______________Dates you were not able to work because of this accident_____________

Treating doctor______________________________________________________________________

Address____________________________________________________________________________

Has the doctor released you from further treatment? ______________When? _____________________

Has the doctor released you to return to work? ___________________When? ____________________

Have you returned to work? _______________Date_________________________________________

If the doctor has not released you, when do you expect to be released? __________________________



Have you ever had an injury to this part of your body before? _________________________________

Explain_____________________________________________________________________________

What previous injuries/disabilities have you had? ___________________________________________ Date(s) ____________________________________Part(s) of body ____________________________

Physician(s) that treated you: ___________________________________________________________

Have you ever had a workers’ compensation claim before? ________ Date ______________________

Have you ever received a permanent disability rating? _________When/where ___________________

Have you received vocational training or benefits? __________ Date of retraining _________________

If yes, what job were you retrained to perform _____________________________________________



Signature ___________________________________________  Date __________________________
Print your name______________________________________

FRAUD WARNING:  Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a statement of claim containing any false or misleading information is guilty of a felony of the third degree.

