
 
LIMITATIONS FROM ACCIDENT 

NAME_________________________________________    DATE______________ 

How has this accident affected your job? 

Type of occupation: __________________________________________________ 

If loss of work, list dates out of work _____________________________________ 

     Do you have problems (please  circle): 

                 Sitting                   Standing 

                 Bending                Lifting 

                 Driving                  Other________________________________________ 

How has this accident affected your social activities? 

     Do you have problems returning to: 

                 ____Sports participation 

                 ____Hobbies 

                 ____Dancing 

                 ____Shopping 

                 ____Other (please describe)____________________________________ 

 

Describe limitations you now have at home since this accident.  

Do you have problems: 

               ____ Housekeeping (ironing, cleaning, vacuuming, etc.) 

               ____Cooking 

               ____Caring for your children 

               ____Other (please describe)_____________________________________ 


