FRANCIS AHETO-TSEGAH Law Office

CICB Intake Form
Intake Date:

Referral:

Date of Incident:
Name:







DOB:
Age:
Gender:
Address:






Home:
Bus:
Cell:
Languages Spoken:

Are You Disabled?    Yes     No
Spouse:
Children(DOB):

Employer:
Position (description of work):

Income Amount:
Benefits Available:
Potential witnesses:
Description of Incident:
Good Samaritan/police assistance: 
1. When did the crime of violence occur?

a. Date:
                                                                                                                        
b.  During childhood?
                                                                                                           
c.  Where? (City or Town)                                                                                                         

2. Who was the perpetrator?                                                                                                         
3. What is the victim=s name?                                                            D.O.B.                                
Relationship to call?                                                                                                                  
4. Reported to police?     Yes       No

Which police department?                                                                                                          
Was a charge laid?      Yes       No

If yes, what charge?                                                                                                                   
If no, why not?                                                                                                                            
5. Has the case gone to court?       Yes          No

If yes, when?                                                                                                                              
What was the result of the criminal trial?                                                                                   

If no, has a court date been set?       Yes         No

When?                                                                                                                                       

6. Did the crime occur at work?          Yes             No

If yes, did you contact Workplace Safety & Insurance Board (WCB)?     Yes        No

7. Is the victim undergoing treatment currently?       Yes       No

With whom?                                                                                                                         
8. Has an application for compensation already been filed?       Yes           No

If yes, what is the CICB file number?                                                                                 
Injuries checklist:
Physical impact:
head:
Time of accident - loss of consciousness; blackout; hit head; head turned on contact

Ongoing - dizziness; loss of memory / concentration; comprehension difficulty; word retrieval difficulties; math difficulties;  sleep difficulties; nausea; headaches; loss of appetite; personality change

Review list:
jaw / neck / shoulders / back / arms / hands / wrist (ie. fibromyalgia) / chest / buttocks / hips / legs / feet / Other (scarring)

Psychological/emotional impact: (ie. fears, nightmares, tenseness):

Medical treatment on day of Accident:

Hospital:
Walk in Clinic:
Ambulance:
Attending physicians:
Prior injuries - (any prior ODSPA or other social benefit claims):
List of family doctors:
Current Treatment:

Clinics attended:
Medication:
Massage:
Chiropractic:
Physiotherapy:
Specialists:
Other treatment: (Accupuncture)
Background information:
Education (years, degree/highest level attained, performance if applicable)
Work history (previous 3 employers or 7 years)

Provide name of employer, address, name of supervisor, length of service and income
Normal activities prior to accident but not able to perform after accident: (ie. Sports, exercise)
Loss of Earning Capacity:
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