Surgical Group of Kansas City

Accident Form
Patient Name__________________________________ DOB_____________________

	Non-Work Related Injury

	Date of injury_________________________________

Explain what happened_____________________________________________________

      _____________________________________________________________________

      _____________________________________________________________________

      _____________________________________________________________________

      _____________________________________________________________________

Where did the injury happen?    Home    Other__________________________________

      Address______________________________________________________________

If injury happened at a business, did you notify the owner?    Yes   No

Did your injury related to a car/truck accident?    Yes   No




	Work Related Injury

	Date of injury____________________________

Explain what happened_____________________________________________________

       ____________________________________________________________________

       ____________________________________________________________________

       ____________________________________________________________________

Employer______________________________Phone_____________________________

Employer address_________________________________________________________

                  _______________________________________________________________

Was your supervisor notified of the injury?    Yes    No

Contact for approval_______________________________________________________

         Case Number________________________________




Patient Signature____________________________________

