New Injury/Additional Condition Intake Form
Office: (630)372-1100 Fax: (630)372-6230
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Description automatically generated]	
  Patient Name: ___________________________________	DOB: ___________________
Injury Type and Date
Date of Injury: _________________   
Work Related - Is this a new injury, reinjury or overuse injury? _____________ Date Reported to Employer: _________  
Motor Vehicle:	      Yes          No
Personal Injury 	      Yes          No

Description of Injury and Related Treatment 
Brief description of the Accident ____________________________________________________________________ What body part?_____________________________
Did you go to the hospital?       Yes       No   If Yes, when?       	Immediately 	     ___Hours later     	   __Days later
	Name of Hospital?  ________________________________________________________
How did you get to the Hospital? 	Ambulance		Self Transport
What did the hospital do for your injuries? (Collars, splints, x-rays, medication, surgery, etc.)
      Collar/Bracing	          X-Rays		          Medication		     Surgery
Prior Work Related, Motor Vehicle or Personal Injury accidents that you have received treatment for (list injury/injuries, source, approximate date of injury and if you are still receiving treatment): __________________________________________________________________________________
Legal Representation

Are you represented by an attorney for this injury?      Yes       No   
Attorney Firm:__________________________ Representing Attorney _______________
Contact #_____________________________ Email Address: __________________________

Financial Responsibility
Workers’ Compensation (work-related injury only)
Employer Name and Contact: _________________________________________ Phone#: _________________________
Name of Insurance Carrier: _____________________________ Claim#: __________________________
Claims Mailing Address: ___________________________________________________________________
Claims Handler/Adjuster Name: ______________________________________________
Claims Handler/Adjuster Name: ___________________________________Phone#:_____________________________		
Health Care Services Lien (MVA/PI Only)
Date of Injury:___________________	Attorney Firm:_______________________
Health Insurance *
Name of Insurance Company: _____________________________________________________
Identification Number: __________________________  Group Number: ________________

*If you have elected to bill Workers’ Compensation or a Health Care Lien for this injury your health insurance will be taken as a back-up and only used if you provide further instruction to the practice to bill insurance for the services, your claim is denied by Workers Compensation, or your attorney provides direction on your behalf to use your Health Insurance.   
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