Quit Injury Related/Worker’s Compensation Claimant Questionnaire
Section 2  
	1
	*When were you injured on the job?
	mm/dd/yyyy

	2
	*What is the nature of your injury?

	
	<text area>



	3
	*Have you been released by your health care provider for unrestricted full-time work?
	o Yes   o No

	
	If no:

	
	3a
	Are you able to perform some type of full-time work for which you are reasonably fitted?
	o Yes   o No

	
	
	-
	If no, are you able to perform some type of part-time work for which you are reasonably fitted?
	o Yes   o No


	
	If yes:

	
	3b
	On what date were you released by your health care provider?  Provide documentation.
	mm/dd/yyyy

	
	*Select the one statement below that best describes your circumstances and provide the requested details:

	4
	 I was not allowed to return to work due to a previous work related injury.

	
	4a
	On what date were you notified by your employer?
	mm/dd/yyyy

	
	4b
	What reason(s) did your employer provide you for not allowing you to return to work?  Be specific.  Include name(s)/title(s).

	
	
	<text area>



	
	4c
	Prior to separation were you released by your health care provider to return to full-time work without restrictions?
	o Yes   o No

	
	
	-
	If yes, on what date?
	mm/dd/yyyy

	
	
	-
	If no, why not?

	
	
	
	<text area>



	
	4d
	How long had you been out of work due to the injury?

	
	
	<text area>



	5
	 While on worker’s compensation I agreed to a lump sum settlement of my worker’s compensation claim.

	
	5a
	Provide the date of the lump sum Worker’s Compensation Settlement:
	mm/dd/yyyy


