
  
Strom & Associates, LTD. 
180 N. Lasalle, Suite 2510 
Chicago, IL. 60601 
(T) 312-609-0400 
(F) 312-609-0578 

DATE_________________ 
 

WC INFORMATION SHEET  
 
Referring Attorney: _______________________________________________________ 
 
Client’s Name____________________________________________________________  
 
Sex: Male____ Female___  Date of Birth ______________________________________ 
 
Address: __________________________ City_____________________ Zip_________ 
 
Telephone________________________Social Security Number___________________ 
 
Spouse’s Name___________________________________________________________ 
 
Relative_________________________________________________________________ 
 
Children Under 18 at Date of Accident: 
 
   Name                              Age                       Name                            Age 
__________________________                    ___________________________________ 
 
__________________________                   ____________________________________ 
 
__________________________                   ____________________________________ 
 
Employer: _______________________________________________________________ 
 
Address: __________________________ City______________________ Zip_________ 
 
Length of Employment_______________ Phone________________________________ 
 
Name of Foreman_________________________________________________________ 
 
Type of Work:____________________________________________________________ 
 
Weekly Wages: __________________________________________________________ 
 
Accident 
 
Date: ____________________________    Time: _______________________________ 
 
Place: ____________________________City: _________________________________ 



 
 
Notice:     Who did you give notice to:               When: 
 
_________________________________         __________________________________ 
 
 
Facts Relating to Accident: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 
Previous Accidents: 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
Subsequent Accidents: 
_______________________________________________________________ 
 
________________________________________________________________________ 
 
 
Witnesses:              Name:                               Address: 
 

________________________________________________________________________

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 
Type of Injury: ________________________________________________________ 



 
 
Clinic or 
Hospital________________________________________________________________ 
 
Address: ________________________________ City____________________________ 
 
Name of Treating Physician_________________________________________________ 
 
 
 
Clinic or 
Hospital________________________________________________________________ 
 
Address: ________________________________ City____________________________ 
 
Name of Treating Physician_________________________________________________ 
 
 
 
Clinic or 
Hospital________________________________________________________________ 
 
Address: ________________________________ City____________________________ 
 
Name of Treating Physician_________________________________________________ 
 
 
 
Clinic or 
Hospital________________________________________________________________ 
 
Address: ________________________________ City____________________________ 
 
Name of Treating Physician_________________________________________________ 
 
 
 
Type of 
Treatment_______________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Visits: _____________________   Date of last visit: _____________________________ 
 



 
 
Time lost from Work______________________________ 
 
Was T.T. Paid_________________ Amount: ____________________ 
 
 
Medical Attention Other Than That Provided by Company 
 
________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Subjective 
Complaints______________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 


