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1. How did injury occur? Give source of information. If an occupational disease, include occupational history and date of onset of related symptoms. 

2. If there is any history or evidence of pre-existing injury, disease or physical impairment, describe specifically. 
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4. Describe treatment rendered and planned future treatment. If X-rays were taken, so indicate. If atient was hospitalized give namellocation of hospital and dates of 
hospitalization, If an authorization request is required (see items 4 & 5 on reverse), check box and explain below. If additional space is necessary, attach request. 

5. May the injury result in permanent restriction, total rl ; If "yes" describe: 
or partial loss of function of a part or member, 
or permanent facial, head or neck disfigurement? 
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