Vermont Office of State Employee Workers’ Compensation & Prevention

C L A I M    Q U E S T I O N N A I R E

Name: 
       _______________
Claim#:           ______________
Adjuster: ________________________
(1.) Division: ____________________ (2.) Supervisor: ___________________ (3.) Supervisor’s phone: ___________
(4.) Email address: ______________________________________________________________________________
(5.) Regular work schedule:  S   M   T   W   TH   F   S  Hours:___________________ (6.) Are you self-employed?    Yes    No

(7.) Is the State of Vermont your only employer?    Yes    No
(8.) Additional employer & phone#:_________________________________________________________________
NOTE: If you miss time from work due to this injury, any and all income received from any additional employers or self-employment during your period of disability must be reported to your adjuster.

(9.) Name of Primary Care Provider: _______________________________________________________________

(10.) How long have you treated with this provider? ___________________  
(11.) Describe in detail the events that led to your injury, including where and how the injury occurred:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(12.) Were there witnesses?    Yes    No    (13.) Name & phone#:____________________________________________
(14.) Specific body part(s) injured and symptoms: _____________________________________________________
_____________________________________________________________________________________________

(15.) Do you still have these symptoms? ____________________________________________________________
(16.) List all medical providers who have treated you for this injury: ______________________________________
_____________________________________________________________________________________________

(17.) Have you lost time from work beyond the date of injury?  Yes  No  (18.) Do you have an out of work note?  Yes  No
(19.) Are you currently working?  Yes  No    (20.)  Date you returned to work: _______________________________________  

(21.) List any prior injuries, symptoms or treatment for the same body part(s), and all treating providers: __________________________________________________________________________________________________________________________________________________________________________________________
(22.) Please list any other medical conditions for which you are treating and all medications you are taking: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(23.) Hobbies and other activities in which you regularly participate: ______________________________________
_____________________________________________________________________________________________
I hereby affirm that the above statements are true:
Signature:_____________________________________________________  Date:__________________________
