
A S S O C I A T E S  I N  O R T H O P E D I C S ,  P C  
 

NEW ILLNESS / NEW PROBLEM 
 

NAME:  _______________________________________DATE:  __________________ 
 
IS CONDITION RELATED TO EMPLOYMENT:  YES ________NO ________ 
CURRENT ___________ PREVIOUS __________EMPLOYMENT  
 
AUTO ACCIDENT:   YES ____________ NO ___________ 
OTHER:   YES ____________ NO ___________ 
 
REASON FOR EXAM:  ____________________ DATE OF INJURY:  ____________ 
 
IF INJURY IS WORK RELATED, PLEASE COMPLETE THE FOLLOWING: 
 
OCCUPATION (WHEN ACCIDENT OCCURRED)  ____________________________ 
 
HOW DID ACCIDENT OCCUR:  ___________________________________________ 
 
NAME & ADDRESS OF EMPLOYER:  ______________________________________ 
________________________________________________________________________ 
 
WORKER’S COMP CLAIM FILED:  YES ____ NO  ____ CLAIM# __________ 
WC INSURANCE CARRIER, NAME & ADDRESS:  ___________________________ 
________________________________________________________________________ 
IF THIS IS AN AUTO ACCIDENT, PLEASE COMPLETE THE FOLLOWING: 
 
NAME & ADDRESS OF INSURANCE CO:  __________________________________ 
_______________________________________________________________________ 
 
POLICYHOLDER’S / INSURED’S NAME:  __________________________________ 
 
If another party was responsible for injury, please provide the following information: 
 
WAS A POLICE REPORT FILED: YES  _______ NO  ________WHERE __________ 
 
CLAIM FILED AGAINTS ANOTHER PARTY YES  ________ NO  _______ 
 
NAME, ADDRESS & INSURANCE CARRIER OF 3RD PARTY CAUSING INJURY: 
_______________________________________________________________________ 
 
IF YOU HAVE AN ATTORNEY, PLEASE COMLPLETE THE FOLLOWING: 
 
ATTORNEY’S NAME:  ___________________________________________________ 
 
ADDRESS:  ___________________________________________PHONE: __________ 
SIGNATURE:  ___________________________________________________________ 


