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Johnson Law Offices
Worker's Compensation Hearing Loss Questionnaire

The information on this form is very important to the success of your claim and will speed

up payment. Please fitl out this form vtith as many details as you can...do the beilt you

can...for help, please call us at 608-882-6571

Return this form to: -- 1-

Johnson Law Office

P.O. Box 161, Evansville, Wl 53536

Or fax it to:

608-882-6585

Em ail : info@ohns onlawoffices. net

Webs ite: www.johnsonlawoffices. net

Client Name Male Fqmale

Street Address

City State_., ZP

Phone Cell Phone

EmailAddress

Social Security Number Date Of Birth

Date Of Retirement (Last day of actual work, or month, if different from official retirement

date)



1. Employment History (details will help your case, please attach another sheet if you run out of space)

Last fmosf.recqnt) Noisv Bmplov.qr #1.

Company

Address

City/State

I,ength (start/finish dates)-. " " (MontMY""eS{)

i

Describe in detail the work noisc you were exposed to (*ftach additional shect if needed):

Previous Noisv Emplqver #4

Company

City/Sfate
{l

Irngtrr (staf/finish dates)., -, , ,.- ,,,

Describe in detsil thc work noise you wcre exposed to (attach additional sheet if nccded):



2. If not retired, where do you work?

Business Narne Address

City/StatelZip

Still working in noise?

3. Have you had your hearing tested? Y*s_ No**-
(If yes, please fill out the Past Hearing Tests fonn included in this mailing)

4. Was your hearing tested af work? _Ycs No

5. Do you wear hearing aids? Yes_ No_ (If yes, please fiII ouf bclow)

When and where did you purchase your hearing aids?

No

-) l_

I{owmuch did yourhearing aids cost?

Did you or your insurance paf Me Insurance (If insurauce, how much $ ffnd do you still have

coverage --*Yes No)

6. Any prcvious or pending claims for bearing loss? Yes--*No

7. Do you have ringrng or brrrying in your ears (Tinnitus) Ye*_No_ (If yes, plensc describe below)



8. Did you work through a Union? Yes_ No_ (If ycsn please fill out below)

Please grve us the name of the Union, Address, Union Representative's Name and Local Number.

9. Please tell us how you heard sboutJohnson Ltw Offices:

Remember, if you need help filling aut this form, iust contact us!

Telephone 608. 882.657 I
Fax 608.882.6585 

il
:)

E m a i I : ioh n so n I aw@ioh n so n I awoffice,s- nef

Remember, details will help your claim fo succeed -
Thank you!


