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REQUIRED FOR INSURANCE

Onset of symptoms or DATE OF INJURY:              

Is this a Worker’s Compensation or work-related injury?    Yes        No

Is this a Third Party Liability or No Fault Auto related injury?  Yes        No

Explain how you were injured (e.g. playing SPORTS, an AUTO ACCIDENT, simply with DAILY 
ACTIVITIES)? Where did it happen (e.g. at home, at school, at work)?

Please circle the type of pain you are having:    Burning        Stabbing        Aching        Sharp

On a scale of 1-10 (10 being the worst pain you’ve ever experienced) how would you rate your 
pain today? 
Please circle:        1         2         3         4         5         6         7         8         9         10

Please circle the location you are experiencing pain in the body below: 

Print Name:          

Signature:         Date:          


