
Worker Compensation Information 
**PLEASE PRINT** 

Patient Information 
 

Name: _______________________________ Birthdate: ______________ Soc. Sec. #__________________ 
 
Address: _______________________________City:__________________ State:________ Zip:_________ 
 
Home Phone # (         )  _______________________   Cell Phone # (          )  ____________________________ 

Employer Information 
 
Employer: _______________________________ Occupation: __________________________________ 
 
Supervisor:______________________________   Phone # (       ) _________________________________ 

Injury Information 
 

Date of Injury: _______________ Time: ____________ Place: ____________________________________ 
 
Accident reported to whom? _______________________________ Title: ____________________________ 
 
Please provide a Full description of how accident happened:  
 
 
 
 
Have you been seen by any other physicians for this accident? _______ Whom? ______________________ 
 
Do you have any previous Worker Compensation claims? __________ Dates: _______________________ 

Health History 
What symptoms are you currently experiencing?  
 
Are you allergic to anything or have any known allergies? _____________ 
 
Please indicate below any conditions you have or may have had in the last year. 

 
� AIDS 
� Alcoholism 
� Anemia 
� Anorexia 
� Appendectomy 
� Arthritis 
� Asthma 
� Bleeding Disorders 
� Breast Lump 
� Bronchitis 
� Bulimia 
� Cancer 
       Cataracts 

 
� Chemical Dependency 
� Chicken Pox 
� Diabetes 
� Emphysema 
� Epilepsy 
� Glaucoma 
� Goiter 
� Gonorrhea 
� Gout 
� Heart Disease 
� Hepatitis 
� Hernia 

Herpes 

      

 
� High Cholesterol 
� HIV Positive 
� Kidney Disease 
� Liver Disease 
� Measles 
� Migraine Headaches 
� Miscarriage 
� Mononucleosis 
� Multiple Sclerosis 
� Mumps 
� Pacemaker 
� Pneumonia 
       Polio 

 
� Prostate Problem 
� Psychiatric Care 
� Rheumatic Fever 
� Scarlet Fever 
� Stroke 
� Suicide Attempt 
� Thyroid Problems 
� Tonsillitis 
� Tuberculosis 
� Typhoid Fever 
� Ulcers 
� Vaginal Infections 
      Venereal Disease 

 
 

Notice To Mississippi Worker’s Compensation Commission Of Physicians Choice 
 
I have been informed by my employer that I have the right to accept services of one physician furnished by my employer or 
to select one physician of my choosing to administer medical treatment to me for my injury under the terms of the 
Mississippi Workers Compensation Act. By signing this form I am accepting my employer’s render of treatment by 
Stephanie M. Gale, CFNP, Sueanne M. Davidson, DNP, or Carey E. McCarter, DNP. 

 
Signature: ___________________________________________ Date: ______________________ 
 
Print: _________________________________________________________________________ 

For Office Use Only 

W/C Carrier_________________________________________             Claim #__________________________________________             

Address____________________________________________              Adjuster/C.M._____________________________________ 

___________________________________________________             E-mail___________________________________________ 

Phone (            ) ____________-_________________________             Fax (            ) ____________-_________________________ 

 


