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INJURY/ACCIDENT  HISTORY
All the information below is required in order for us to process your claim for benefits. This information is required to be submitted to your insurer within 2 days of the chiropractor seeing you for your initial appointment.
Today’s date: _____________________  Date of Accident: _______________________

Full Name: ______________________________________________________________

Mailing Address: _________________________________________________________





Street Address            
_______________________________________________________________________

City               



 Province                         


               Postal Code           

Home Phone: ____________  Work Phone:______________ Cell Phone: ____________

Date of Birth:  ___________________________________________________________

Care Card ( PHN) #:  ______________________________________________________

Name of Employer: _______________________________________________________

Address of Employer:________________________ City__________________________ 

Postal Code:______________________________    Phone #: ______________________

Social Insurance #:________________________________________________________

Date you were first treated?  ________________________________________________
Who treated you? _________________________________________________________

Are you currently at work:      0   Yes           0   No

Have you missed any work:    0   Yes           0   No     As of what date? _______________
Type of claim:                     WCB Claim (Claim # ______________________________)



                          Other Claim   (_____________________________________)

Claim Centre Address: _____________________________________________________




                                  Street Address 

________________________________________________________________________

City 

  


   Province 


                            Postal Code 

Claim Center Phone # ___________________________ Fax #: ____________________

Adjuster’s Name: _________________________________________________________

Direct Phone Line #:___________________________   Fax #: _____________________

Name:




Accident Scene

Please describe how the injury/ies happened to the best of your ability

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List of Symptoms

1. How did you feel right after the injury?  (list symptoms/complaints)

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. How do you feel today?  (list symptoms/complaints)

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

On the line provided, please mark your pain level

________________________________________________________________________

0
   1      
     2  
       3
        4           5
          6
 7
    8             9
        10

No Pain







                   Most Pain

Name:




Symptoms  ( cont’d)

Please mark,  on the following drawing,  the areas where you feel pain.  

Put an ‘E’  if it is external, or an  ‘I’ if it is internal, near the area which you marked.
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Are there any areas of numbness? ____________________________________________

Are there any areas of tingling? ______________________________________________

Has this symptom pattern ever occurred before? _________________________________

Does anything make the pain feel worse? ________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does anything make the pain feel better? ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Pre Accident/Injury History

Have you had any prior history that has limited your job, personal daily activities or your recreational abilities?  Please list any limiting factors: 

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name_______________________________

                         THE BOURNMOUTH QUESTIONAIRE
The following scales have been designed to find out about your pain and how it is affecting you.  Please answer 

ALL the scales by circling ONE number on EACH scale that best describes how you feel.

1. Over the past week, on average, how would you rate your pain? 

0                 2                   3                 4                  5                  6                  7                  8                   9              10

No Pain 









           Worst pain possible  

2. Over the past week, how much has your pain interfered with your daily activities (housework, washing, 
        dressing, walking, climbing stairs, getting in/out of bed/chair) ?

0                 2                   3                 4                  5                  6                  7                  8                   9               10

Interference 








                    Interfered a lot 

3. Over the past week, how much has your pain interfered with your ability to take part in recreational, social 

      and family activities?

0                 2                   3                 4                  5                  6                  7                  8                   9               10

Interference 








                    Interfered a lot 

4.   Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you been 

      feeling?

0                 2                   3                 4                  5                  6                  7                  8                   9               10

No anxiousness 









          Very anxious 

4. Over the past week, how depressed (down-in-the-dumps, sad, low spirits, pessimistic, unhappy) have you been 

feeling? 

0                 2                   3                 4                  5                  6                  7                  8                   9               10

No depression 









       Very Depressed 

5. Over the past week, how have you felt your work (both inside and outside the home) has affected (or would affect)

       your pain? 

0                 2                   3                 4                  5                  6                  7                  8                   9                 10

No Affect 










           Affected a lot 

6. Over the past week, how much have you been able to control (reduce/help) your pain on your own? 

0                 2                   3                 4                  5                  6                  7                  8                   9                10

Total Control 









       No control at all 
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Work Related Injuries Policies and Procedures





To our patients with work related injuries:





You have indicated that the treatment you require today is a result of a work related injury.  Our office is required to follow the procedures and regulations that the BC Chiropractic Association and Work Safe BC have agreed upon.  At this time, the billing fees for various services are predetermined (at a considerably lower rate than our current office fees) and will be billed directly to Work Safe BC via electronic billing by our office, (no additional fees can be charged to you, the patient).





In order for our office to process your claim, we ask that you complete the attached Injury History Form prior to seeing the Chiropractor.  All information on this form is required to process your claim and must be completed in full in order for us to submit your claim to Work Safe BC.  Any missing information will result in the report and billing fees from being sent electronically to Work Safe BC.  Work Safe BC requires the initial report to be received within 3 days of today’s initial visit.  Late submissions will result in a refusal to pay the report fee to the chiropractor.  Due to the collective agreement in place these fees can not be billed to you, the patient, directly, therefore, the chiropractor will not be paid for his time to complete the written report.  (We book extra time for the initial work related injury visit to allow the necessary time to assess, document the injuries, and to prepare the required initial report).





Work Safe BC will review your claim, if it is approved you will be assigned a claim number.  Please provide this claim number to the receptionist on your next visit so we can submit future treatment fees.  Work Safe BC will generally approve a total of up to 8 weeks of Chiropractic treatment providing a progress report at 4 weeks is submitted.  In rare cases requests for extensions of treatment could be approved.





Work Safe BC does not generally approve congruent treatments.  If you are claiming other therapies (ie. physiotherapy, massage therapy, etc) it is a good idea to contact your case worker to get pre-approval for chiropractic treatments.





In the event that Work Safe BC declines your claim for benefits, you the patient, will assume responsibly for outstanding treatment fees.  Please be advised that payments and refusals can take up to 6 weeks after submission to be received by our office.  You will be notified if we receive a claim refusal and the treatment fee will be charged to you, the patient, at our regular office visit rate.





I _____________________________________ have read the above Work Related Injuries Policies and Procedures and agree to pay for chiropractic treatment services rendered that Work Safe BC refuses to pay.  I understand that these will be billed at the current office visit rate.








Date: _________________________    Signature: ___________________________________ 





#1-9124 Glover Rd Box 222, Fort Langley, BC V1M 2R5


Ph: 604-888-4844 Fax: 604-888-4890


Www.fortfamilychiro.ca
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