Paula Lantsberger, MD, MPH, FACOEM
This information is confidential and only used for the evaluating doctor to better understand your condition.

Name: _________________________
Date of Birth: _________ 
Age: _____

Current Marital Status:  □ Single  □ Married  □ Divorced □ Widowed □ Other
Date of Injury: ________________
Claim #:  _____________

Please fill in/check the appropriate answers to the following:
Education completed:  □ Less than 12th Grade  □ GED  □ High School Graduate   □ Two-Year Degree  □ Bachelor Degree  □ Master Degree

Military History:    □ None
Branch of service: ________________ Any service related disability: □ Yes □ No
Work History:   Currently working:  □ Yes □ No  

Occupation: _______________  Current Employer: _______________________  
Injury related to work: □ Yes □ No  
Employer at time of injury: ________________  How long with company: ______

Occupation at time of injury: _________________________________________

Please list the year and type of any:
Surgeries: _______________________________________________________

________________________________________________________________

Past Injuries: _____________________________________________________
________________________________________________________________
Health History:



 
Do you use tobacco?
□ Yes  □ No □ Quit, when _____________________
Do you use alcohol?
□ Yes  □ No  how often:  ______________________
Special Diet? 

□ Yes  □ No  what kind:  ______________________

Exercise?


□ Yes  □ No  how often:  ______________________

Do you use prescription or over the counter drugs?  □ Yes  □ No  

Please list all types: ________________________________________________

________________________________________________________________

Do you have a history of:
□ Yes  □ No
Allergies ______________________________________________

□ Yes  □ No
High Blood Pressure

□ Yes  □ No
Lung Disease

□ Yes  □ No
Heart Disease


□ Yes  □ No
Mental Illness

□ Yes  □ No
Digestive Disorders


□ Yes  □ No
Kidney Disease

□ Yes  □ No
Severe or Frequent Headaches
□ Yes  □ No
Epilepsy

□ Yes  □ No
Hearing Disorders


□ Yes  □ No
Diabetes

□ Yes  □ No
Visual Disorders


□ Yes  □ No
Cancer
