
Work-Injury History Questionnaire    Today's Date:  Date of Injury: 
 
Dear Patient:  You can write in any of the blank areas.  It is okay to circle and check items.  Feel free to 
use any blank space to answer these questions.  
 
Name:      M  S  W  D   -   Spouse's Name      # Children 
 
Age:     Occupation, and for How Long:  
How do you spend much of your workday?   Feel free to write percentages or indicate what you do the most and least. 
 

Standing      Sitting      Walking Carrying      Working Overhead      Stooping       Reaching      Kneeling      Driving     Climbing  
 
Repetitive Hand Motion    Repetitive Foot Motion     Sitting in Heavy Machinery    Pushing-Pulling     Lifting: Light/Med/Heavy  

 
 
Please explain (below) in detail how your accident happened: 
 
 
 
  
 
 
 
 
 
 
 
Were there any poor working conditions (e.g. slippery, poor lighting, chemical fumes, etc.):  No   Yes:  
 
Did you feel any pain immediately after the accident?  No    Yes     If "Yes," where? 
 
 
Did you feel any pain later on after the accident?  No   Yes   When and Where?  
 
 
How soon did you return to work after the accident?   __________ Hours,  __________days, or  [     ]  did not return to work.     
 
If you did return to work, are you working:  [   ] light duty  [   ] partial hours   [   ] restricted tasks  [   ] other restrictions 
 
If you did not return to work, how much work time have you lost?  ______________________ 
 
What doctors, specialists, or therapists have you consulted so far for this injury (name/specialty)?   
 
 
 
 
Have you ever had a Workers' Compensation claim before?   No   Yes: 
 
Have you ever injured this body region previously (for any reason) or had any problems in the same areas before?  No  Yes  
   Explain: 
 
 
 
Prior to this injury, did any other diseases, accidents, or health problems affect your employment?   No   Yes:      
 
Prior to this injury, did you have to favor any part of your body in order to work?  No  Yes    If "Yes," explain: 
 
Prior to this injury, were you capable of working on an equal basis with others your age?   No    Yes   
 
Do you have a history of absenteeism from your job for any reasons?  No   Yes:   
 
Since this injury are your symptoms:  [   ] Improving?   [   ] Getting Worse?   [   ] The Same?  [   ] Changing in Character or Location? 
 
 
______________________________________________________________________________________________________________ 
 
[Office of Dr. Scott F. Gillman, Chiropractic Physician, 251 West Central Street, Natick, MA 01760; 508-650-1091; www.drgillman.com] 





List Each Area Of Pain Or Complaint Separately. 
 
1.  Area of Pain:_______________ ______________________________________________________________________ 
       
      The pain is…    Constant      Comes & goes;  lasting for __________  minute(s)    hour(s)    day(s)    week(s) 
        
       In general symptoms are better in:    AM    Midday    PM    Symptoms do not change with time of day. 
       In general symptoms are worse in:    AM    Midday    PM    Symptoms do not change with time of day.  
       In general is pain constant and unrelated to movement?   Yes   No     Does this pain wake you up from sleep?   Yes    No  

 
How intense is your pain?  Please grade it from 1 to 10 

 
 no pain     1         2          3         4           5          6          7          8          9          10  the most intense 

                          pain imaginable 
The pain is aggravated by:______________________________________________________________________________ 
 
The pain is relieved by:_________________________________________________________________________________ 
 
2.   Area of Pain:_____________________________________________________________________________________ 
 
     The pain is…  Constant   Comes & goes;  lasting for ___________  minute(s)    hour(s)    day(s)    week(s) 
 
       In general symptoms are better in:    AM    Midday    PM    Symptoms do not change with time of day. 
       In general symptoms are worse in:    AM    Midday    PM    Symptoms do not change with time of day.  
       In general is pain constant and unrelated to movement?    Yes    No     Does this pain wake you up from sleep?   Yes    No
  

How intense is your pain?  Please grade it from 1 to 10 
   

 no pain     1         2          3         4           5          6          7          8          9          10  the most intense 
                          pain imaginable 
The pain is aggravated by:______________________________________________________________________________ 
 
The pain is relieved by:_________________________________________________________________________________ 
 
3. Area of Pain:______________________________________________________________________________________ 
       
      The pain is…    Constant      Comes & goes;  lasting for __________  minute(s)    hour(s)    day(s)    week(s) 
        
       In general symptoms are better in:    AM    Midday    PM    Symptoms do not change with time of day. 
       In general symptoms are worse in:    AM    Midday    PM    Symptoms do not change with time of day.  
       In general is pain constant and unrelated to movement?    Yes   No     Does this pain wake you up from sleep?   Yes    No
  

How intense is your pain?  Please grade it from 1 to 10 
 

 no pain     1         2          3         4           5          6          7          8          9          10  the most intense 
                          pain imaginable 
The pain is aggravated by:______________________________________________________________________________ 
 
The pain is relieved by:_________________________________________________________________________________ 
 
4.    Area of Pain:_____________________________________________________________________________________ 
      
      The pain is…  Constant   Comes & goes;  lasting for ___________  minute(s)    hour(s)   day(s)    week(s) 
 
       In general symptoms are better in:    AM    Midday    PM    Symptoms do not change with time of day. 
       In general symptoms are worse in:    AM    Midday    PM    Symptoms do not change with time of day.  
       In general is pain constant and unrelated to movement?    Yes    No     Does this pain wake you up from sleep?   Yes    No
  

How intense is your pain?  Please grade it from 1 to 10 
   

 no pain     1         2          3         4           5          6          7          8          9          10  the most intense 
                          pain imaginable 
The pain is aggravated by:______________________________________________________________________________ 
 
The pain is relieved by:_________________________________________________________________________________ 



 
 
Past Medical History: 
 
Check the boxes below if you’ve ever been medically treated for, been diagnosed with, or had significant medical problems 
with any of the following conditions in the past: 
 

 Back Pain   Concussion   Irritable Bowel   HIV +     Nervousness 
 Neck Pain   Struck Unconscious  Digestion Problems  Hepatitis       Depression  
 Numbness/Tingling  Eye Injuries   Heart Problem   Mononucleosis  Anxiety 
 Sciatica   Sinus Problems  Kidney Problem  Anemia   Chemical Addiction 
 Jaw Pain/TMJ   Shortness of Breath  Thyroid Problem  Excessive Thirst  Eating Disorder 
 Headaches   Dizziness   Liver Problem   Night Sweats   Allergies 
 Shoulder Pain   Chest Pains   Gall Bladder Problem  Weight Loss   Difficulty Breathing 
 Elbow/Arm Pain  High Blood Pressure  Lung Disease   Frequent Urination  Asthma 
 Knee/Leg Pain   Arteriosclerosis  Menstrual Irregularity  Diabetes   Chronic Cough 
 Foot or Ankle Pain  Constipation   Menstrual Cramps  Limb Edema   Cancer  
 Sprained Ankles  Sleep Disorder  Prostate Problem  Bruise Easily   Lumps or Tumors 
 Tendonitis/Bursitis  Fractures   Uterus/Ovary Prob’s  Chronic Fatigue  Other:__________ 

 
  
Please list any and all hospitalizations, surgeries or major injuries you had in the past.  Do you have any residual issues? 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
List all medicines you currently take: 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 
 
 
Social History:         Family History: 
 
Do you smoke?    No     Yes     How much ? ____________    Mother:  
Do you consume alcohol?  Daily      Weekly     Seldom   Never  Father:   
Do you crave “sweets”?      Daily      Weekly     Seldom   Never  Siblings: 
Do you eat “fast” food?       Daily      Weekly     Seldom   Never              _________________________________ 
Coffee/Caffeine per Day?  _________ cups/cans 
 
Do you have a regular exercise program?     No     Yes  If yes, what and how often? 
 
___________________________________________________________________________________________________ 
 
List any hobbies or sports you participate in: 
 
___________________________________________________________________________________________________ 
 
Did you play any sports when you were younger? Which ones? 
 
___________________________________________________________________________________________________ 
 
 
Patient Signature:_____________________________________ Date:___________________ 
 
 

Office of Dr. Scott F. Gillman; 508-650-1091 
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WORKERS COMPENSATION POLICY 
 

If you have been involved in an on-the-job injury you are entitled to receive medical/chiropractic treatment. The injured party, 
in most instances, is allowed freedom of choice in selection of a doctor.  
 
To activate you claim you must do the following:  
 

1. Report you injury and complete an accident report and have it on record with your employer.  
 
2. Furnish this office with all the pertinent information that relates to the accident. Specifically: 

 
 

a. Provide this office with the name, address, contact person and phone number or your employer. 
 
b. Provide this office with the name, address, contact person, phone number and claim number of your 

employer’s worker’s compensation insurance carrier. 
 

c. If you seek legal counsel, please provide this office with the name, address, contact person and phone 
number.  

 
Failure to complete the above steps can result in your being personally responsible for the payment of services rendered by 
this office. 
 
The worker’s compensation carrier will be notified of your treatment plan with our office and will be billed directly. Payment for 
services rendered will be paid directly to this office. If the carrier denies your claim or refuses to pay your bill, it will become 
your responsibility to make payment. Charges for missed appointments will not be billed to the insurance carrier and are your 
responsibility with this office. 
 
I have read and understand the above policy. 
 
 
____________________________________      _____________________ 
Patient Signature                                               Date 
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PATIENT INFORMED CONSENT TO TREATMENT 
 
 

The Nature Of Chiropractic Treatment:  The doctor will use his hands or mechanical devices in order to move your joints and mobilize 
soft tissues (e.g. muscles, ligaments).  A “crack” or “pop” sound is inherent in some of the joint manipulation procedures, and is a natural 
effect of joint movement.  Various other procedures, including hot packs, electric stimulation, therapeutic ultrasound, exercises, massage 
or other soft tissue therapies may also be used.  Physical examination is physical! It involves mechanically challenging your joints and 
testing your muscle strengths and it can possibly lead temporary soreness or worsening of your pain.   
 
Possible Risks and Side Effects:  As soon as ANY doctor intervenes with your healthcare there is risk of side effects and complications.  
The risk of serious complications from chiropractic treatment has been described as “rare,” and in one study was estimated at about 
200,000 complications over a 5-year period.  While complications are possible from chiropractic treatment, most are highly unlikely, but 
could include fractures, sprains, dislocations of joints, injury to intervertebral discs, nerves or spinal cord, or you can experience worse 
symptoms or new symptoms.  Cerebrovascular accident such as a stroke is remotely possible and has been calculated between one in a 
million to one in forty million odds, about the same odds of a stroke from having your hair washed in a salon (“beauty parlor syndrome”) 
or being struck by lightning.  Usually, side effects of treatment include transient muscular stiffness or soreness.  Some people report it as 
feeling like they exercised new muscles for the first time.  Some procedures (e.g. hot packs or massage) could produce skin irritation, 
burns or bruises.   
 
Other Treatment Options Which Could Be Considered (Just To Put Things In Perspective): 
Over-the-counter analgesics, prescription medicines, surgical procedures, and hospitalization all have significant risk of side effects and 
serious complications which are far greater than that which is encountered in a chiropractic office.  
 
Risks Of Remaining Untreated:  While it is possible that your symptoms can go away with no treatment at all, delay of treatment reduce 
body mobility, induce chronic pain, and lesson chances of complete recovery.   
 
I have read the explanation above regarding chiropractic treatment.  I have had the opportunity to have questions 
answered to my satisfaction.  I freely decided to undergo the recommended treatment, and hereby give full consent 
to treatment. 
 
 
_____________________________________________ _________________ 
Patient or Parent/Guardian                                                                              Date 
 
 
_____________________________________________ 
Witness 
�

 



 
 
 

  Authorization for Release of Medical Records To Dr. Scott F. Gillman    
 
 
 

I hereby authorize _______________________________________________ to use or disclose the following protected health  
                                            Name of Physician / hospital 
 
information from the medical records of the patient listed below.  I understand that information used or disclosed pursuant to this 
authorization could be subject to redisclosure by the recipient and, if so, may  
 
not be subject to federal or state law protecting its confidentiality. 
 
 
Patient Name: ____________________________________________     Date of Birth: _______________  

 
Address: __________________________________________________________________________ 
   
      City:  ____________________________________ State: ______________  Zip: _____________ 

 
 
THIS AUTHORIZATION OR PHOTOCOPY HEREOF DIRECTS HEALTHCARE FACILITY/PROVIDERS TO RELEASE ANY OR ALL 
INFORMATION REQUESTED VIA PHONE OR MAIL. 

 
                Information to be disclosed to:        Dr. Scott F. Gillman   
                                                                        251 West Central Street 
                                                                        Natick, MA 01760 
                                                                        (Phone) 508-650-1091,  (Fax) 508-650-1563 
 
 

Disclose the following information for treatment dates: _______________________  to _______________________ 
 

Complete Records                Xray Reports                 Xray Films                  MRI Reports 
 
 Other Specified: _________________________ 

 
 
The above information is disclosed for the following purposes:  MEDICAL/ HEALTHCARE 
 
I understand that I may refuse to sign or may revoke (at any time) this authorization for any reason and that such a refusal or 
revocation will not affect the commencement, continuation or quality of my treatment at the offices of Dr. Scott F. Gillman; except, 
however, if my treatment at the offices of Dr. Scott F. Gillman is for the sole purpose of creating health or obtaining information for 
disclosure to Dr. Scott F. Gillman then he may refuse to treat me if I do not sign this authorization.  

 
I understand that the Authorization will remain in effect until the term of this Authorization expires or until I provide a written notice of 
revocation to Dr. Scott F. Gillman at the address listed above. The revocation will be effective immediately upon Dr. Scott F. Gillman’s 
receipt of my written notice, except that the revocation will not have any effect on any action taken by the offices of Dr. Scott F. 
Gillman in reliance on this Authorization before it received my written notice of revocation. 

 
This authorization will be valid for 90 days from the signature date, or until ________________________. 

 
 
I have read and understand the terms of this Authorization and I have has the opportunity to ask questions about the use and 
disclosure of my health information. By my signature below, I hereby, knowingly and voluntarily, authorize the above -mentioned 
physician/hospital to disclose my health information in the manner described above.  
 
 
 
_________________________________________________                        
Patient Signature                                                                                             
 
 
________________________________________________       __________________________________ 
Printed name of patient or patient’s representative                       Patient File Number 


