



MEDICO LEGAL REPORT
	Name
	

	Address
	

	
	

	Gender
	Male
	Female

	Marital Status
	

	Date of Birth
	

	Occupation
	

	Currently at work
	Yes
	No

	Height
	

	Weight
	

	Hand Dominance
	Right
	Left

	Date of Accident
	


Brief details of the accident/incident

	

	

	

	

	


Injuries Sustained

	1.
	5.

	2.
	6.

	3.
	7.

	4.
	8

	

	Date first Treatment Sought
	

	Family Doctor
Hospital Specialists
	

	
	

	
	

	
	

	Were you kept in hospital overnight
	

	Where was patient hospitalised
	

	Period of Hospitalisation
	

	
	

	Length of absence from Work
	

	Number of GP visits
	

	Number of Specialists visits, if any
	

	Identity of Specialists, if any
	

	
	

	
	


	Number of Physiotherapy Sessions, if any
	

	Treatment/Investigations to date

	

	

	

	

	

	


Relevant Medical History (including previous accidents)
	

	

	

	

	

	


	Aggravation of pre-existing condition?
	Yes        
No             

	If yes, please give nature of pre-existing condition? 
	

	Give details of previous accident history, if any
	

	Was pre-existing condition symptomatic before accident? 
	


Present Complaints

	Limitations in Work:

	

	

	

	Limitation in Social Activities:

	

	

	













































































































































































































































































