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11.

Denver Integrated Spine Center

Workman’s Compensation Questionnaire
7535 E. Hampden Ave., Suite 405 Denver, CO 80231

Date:
Name: Birthdate / /
Address: Phone Number:

Employer at time of accident
Employer’s address
Date of accident

In your own words, please describe accident in as much detail as you can recall:

What part of your body did you injure?

Were you able to continue work following the accident? Clyes o
What type of work was being done at the time of injury?

Were you capable of working on an equal basis with others your age and physical stature

prior to the accident? [lves [ o

Prior to this accident, have you ever had any physical complaints similar to what you

now have? DYes L_..' No

Explain if answer is yes:

Dates you have been absent from work due to this injury:

Dates ahsent;

Date returned to work:

Have you been treated elsewhere for this accident? Clyes [Ne

If yes, by whom?

Address Phone number




12. Have you reported your present injury to your supervisor or employer? DYes DNO

13. Name of that person Title

Date reported Time reported Lam Clem

Please describe any current medical complaints which you are experiencing and were not
previously covered on the health questionnaire or list any additional comments you wish
to make regarding your condition.

Signature: Date:




Instructions: These questions ask  Pain Disability Questionaire
your views about how your pain now
affects how you function in everyday Please Fax to

aclivities. Please answer every
question and mark the ONE number
on EACH scale that best describes
how you fesl.

Shade bubbles like this —> .]

Print with capital letters within the boxes

A

B|C|D|E|F|E

H

I

JIK[LIM

N

O|P|Q|R|S|T

Q

v

Y

WiX|Y|(Z

PLEASE darken the circle next to THE ONE CHOICE which most closely describes your CURRENT condition.

1. Does your pain interfere with your normal work inside and outside the home?

Work normally

a2

Unable to work at all

5668

2. Does your pain interfere with personal care (such as washing, drassing, etc.)? Take care of self completsly

3. Does your pain interfere with your traveling?

4. Does your pain affect your ability to sit or stand?

5. Does your pain affect your ability to lift overhead, grasp objects, or
reach for things?

6. Does your pain affect your ability to lift objects off the floor, bend, stoop, or
squat?

7. Does your pain affect your ability to walk or run?
8. Has your income declined since your pain began?
9. Do you have to take pain medication avery d5y to control your pain?

10. Does your pain force your to see dociors much more often than before
your pain began?

11. Does your pain interfere with your ability to see the pecple who are important to

you as much as you would like?

12, Does your pain interfere with recreational activities and hobbies that are
important to you?

13. Do you need the help of your family and friends to complete everyday tasks
(including both work outside the homeand housework) because of your pain?

14. Do you now feel more deprassed, tense, or anxious than before your
pain began?

15. Are there emotional problems caused by your pain that interfere with your
family, social and or work activities?

0O0O0O0

Travel anywhere i like

0CQCO0

No problems
O00O0

No problems

O00O0
No problems
0000
No problems
O00O0

No dedline
0000

Na madication needed

0000

Never see docion

0000

No problems
O 00O0

No interference

0000

Never need help
Q O0O0

No depressionftangion

58668870
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O

o

o

o

o
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=
Nesd

O

o

o

o

heip with all personal care

C0O00O0

Only travel 1o see doctors

0OQCQOCO0OO0

Can not sit/stand at al
00000

Can not do at all

00000

Can not do at all

00000

Can not walk/run at all

00000

Lost all income:

00000

On pain madication throughout day

0O000000O0

o

o

(O

O

O

O0000O0

No problems
0000000

See doctors wesekly
O00O0O0

Never see themn

00000

Total interfarents

00000

Need help all the time
O0O0OO0O0

0O00O0O

Severs problems
00O
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F Name initial | Name Inidai  Last 4 digits of SSN

Staff use only ]

DC Discharge
This questionnaire is designed to enable tha doctor to — 0
understand how much your neck and/or back pain Doctor Name Doctor ID Designation 60 90 180
has affected your ability to manage your everyday -
activities,

/ /

. Examimer Signature Date -
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