
  Last name:____________________________________ First name:___________________________________ M.I.:_____ 

Date of birth (MM/DD/YYYY):__________________________ 

 

 

 

Please check which side of your body is injured.  Right Left Both 

Using the figure at right, please circle the areas where you are injured. 

 

Were you seen elsewhere for this injury?      Yes No 

If so, where? 

Name: __________________________________________ 

Address: ________________________________________ 

City: _______________________ ST: _________________ 

Phone: __________________________________________ 

Injury date:    Injury time:   

 

How did the injury happen?   

What part of your body is injured?   

Employer Services ‐ Injury Care
Patient Information 

Where did the injury occur?   

RHC Workforce Solutions
Ph:  877-244-9600 ext. 803
Fx:  877-244-9600  


