
 
400 Harborside Drive h Suite 124 h Galveston, TX  77555-1161 h Phone: (409) 747-9175 h Fax: (409) 747-9182 
 

Injury Status Report 
 
Date: 
         ______/______/_____ 

Time In:                        AM 
___________________ PM 

Claim #: 
_____________________________________

Name: 
___________________________________________

Company: 
___________________________________________

Occupation: 
________________________________________________

Dept: 
______________________________________

DOI: 
           ________/________/________ 

LDW: 
             _________/_________/________ 

Diagnosis:  ______________________________________________________________________________
________________________________________________________________________________________
 
Treatment:  _____________________________________________________________________________ 
________________________________________________________________________________________
 
Medications: ____________________________________________________________________________ 
________________________________________________________________________________________
 
Referrals:  ______________________________________________________________________________ 
________________________________________________________________________________________
 
Disposition: 
                   [  ] Return to Full Duty                         [  ] Off work until ______/______/______                      
                   [  ] Return to Modified Duty                [  ] Next appt: ______/______/______ @ _______  AM    
                                                                                                                                                                        PM 
 
Restrictions:  ____________________________________________________________________________ 
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
 
Comments: _____________________________________________________________________________ 
________________________________________________________________________________________
________________________________________________________________________________________
 
Time Out:                                                  AM 
                                                                    PM       
Treating Physician: 
 
 

Date: 
            ________/________/________ 

Employee Signature: 
 
 

Date: 
           ________/________/________ 
 

 


