
If you are hurt at work, your medical records tell the story that will make or break your claim. They document what
happened, what hurts, what doctors saw and measured, and how the injury limits your life. A workers
compensation lawyer treats those pages like a case blueprint. Not because paper wins cases, but because doctors,
claims adjusters, and judges rely on what is in the chart more than anything you might say from memory. When I
sit down with a new file, I am not looking for hero moments. I am looking for consistency, timing, and clinical facts
that line up with the law.

This is an inside look at how an experienced lawyer actually reads, organizes, and uses medical records in a
workers' compensation case, with the judgment that comes from seeing the same pitfalls repeat across injuries,
states, and job types.

What counts as a medical record in a comp claim
For most people, the term medical record means the doctor’s office note from a visit. In comp cases, the universe
is much bigger. We collect emergency department reports, urgent care notes, imaging results and radiology
impressions, operative notes, physical therapy daily flowsheets, nurse triage logs, occupational health notes,
prescriptions, work status slips, return to work orders, FMLA forms, pain management contracts, and even
pharmacy printouts. Add in diagnostic studies like EMGs, nerve conduction tests, spirometry for lung cases, and
audiograms for hearing claims. Labs matter less unless infection or toxic exposure is at issue, but they still enter
the record.

Then there are administrative and evaluative records: independent medical examinations, utilization review
decisions, peer reviews, disability ratings, and functional capacity evaluations. Adjusters lean on these documents
when they deny treatment or end benefits. A workers compensation lawyer has to know the weight each
document carries within your state’s rules and how to challenge or leverage it.

First pass: assembling a clean record set
Getting a complete set of records is harder than it sounds. Doctors use different electronic systems, and releases
get misrouted. Employers sometimes send you to an occupational clinic after the injury, then you switch to your
own provider, and later a surgeon gets involved. Each office has its slice, and no one has the whole pie. I send
targeted requests with exact date ranges and concrete identifiers. If an injury was on April 3, I usually pull records
starting 12 to 24 months before, even if you think your back was fine before the accident. Not to undermine your
claim. To get ahead of defense arguments.

A clean set also means pagination and indexing. I batch records chronologically, tag duplicates, and keep every
version that includes a different note or image, even when page one looks the same. Adjusters and defense
lawyers will sometimes cite to the page that suits them. If my page numbers do not match, I lose time in
deposition. Good organization looks boring. It prevents mistakes.

The timeline is the spine of the case
Everything rests on a defensible timeline. I start with the injury date and hour, then work outward. Did you report
promptly, and to whom. Did you go to the ER that day, the next day, or two weeks later. Did the first note
describe the mechanism of injury in your words. These entries hold disproportionate weight. If you tell triage you
twisted lifting a case of tile and felt a pop in your low back with immediate pain radiating down the right leg, and



the next records echo that, you are on firm ground. If the first note says simply back pain after moving, and
radicular symptoms only show up a month later, we will need strong clinical explanation for the delay.

Small details can move large outcomes. A note saying “no numbness or tingling” checked by a medical assistant,
when the doctor’s assessment describes paresthesia, can seed a defense argument that your symptoms are
embellished. I read both the standardized intake form and the provider narrative. I do not assume that checkboxes
carry the same weight as a physician’s exam, but I know which one will be waved around in cross examination.

Mechanism of injury has to match anatomy
Causation is not a guess. The story of how you got hurt has to make orthopedic or neurologic sense. A fall onto
an outstretched hand that leads to a scaphoid fracture, clean. A lifting incident followed by sudden shoulder pain
and later an MRI showing a full thickness rotator cuff tear, plausible, but we still need to reconcile age and tendon
quality. A gradual return of numbness in the same hand that had a carpal tunnel release five years ago, with a job
of constant sorting and scanning packages, points toward recurrence. The lawyer’s job is to ensure the chart
explains this plainly enough that a claims reviewer or judge can follow it without medical training.

I look for the physician’s description of the mechanism and compare it with imaging or test results. If an MRI
shows a large paracentral disc herniation at L5-S1 that correlates with S1 radiculopathy, and your note documents
a heavy lift with immediate buttock and calf pain, the dots connect. If the MRI shows multilevel degenerative
changes, mild bulges at three levels, and no nerve compression, and your main complaint is pain without
neurologic findings, causation becomes a fight about aggravation of preexisting conditions and functional
limitations rather than a single acute lesion. That fight can still be won, but we will need careful physician language.

Preexisting conditions are not land mines, they are terrain
Defense adjusters love to find something in the past to blame. Arthritis, old sports injuries, diabetes, even weight. I
pull your prior records not to undercut you, but to map the truth. If an old x ray already showed degenerative disc
disease, and you worked just fine until the pallet collapse last spring, the law in many states recognizes new injury
or material aggravation. The chart must highlight change. Not just pain, but change in function: could lift 60
pounds before, now cannot carry 15 without radiating pain; stood 8 hours, now needs to sit after 20 minutes.
These details help a treating physician write the words that matter, such as acute exacerbation, material
aggravation, or new injury superimposed on degenerative changes.

I also look for symptom-free gaps. If you had one urgent care visit three years ago for back stiffness after raking
leaves, then nothing until the warehouse incident, that helps. If you saw a chiropractor monthly for sciatica up
through the injury date, we have to address it head-on. Judges appreciate candor supported by records.

Reading beyond the checkbox: the anatomy of a clinic note
Most clinic notes in modern systems are built from templates. That means you see the same normal review of
systems paragraphs pasted into every visit. These can hide the signal in the noise. I hone in on four parts: the
subjective story in your words, the objective exam findings, the assessment, and the plan. Template fluff goes in a
mental discount bin.

Objective findings carry outsized weight. In a knee case, positive McMurray, joint line tenderness, or effusion
support a meniscus tear. In a cervical case, diminished biceps reflex and dermatomal numbness support a C6
radiculopathy. If a provider’s note lists full strength and normal reflexes on every visit while also writing severe
radicular pain, I know the defense will cry inconsistency. Sometimes that is because the exam was rushed.



Sometimes the symptoms are real but subtle. I talk to the physician about documenting specific facts that match
the diagnosis, not by telling them what to say, but by asking what they actually saw and felt during the exam.

Gaps in treatment and how they are interpreted
Life happens. You miss therapy because your ride fell through. You stop for two months because the adjuster
denied care. Or you improved for a bit and then symptoms flared. The record needs to say why. I pay attention to
appointment history and cancellation notes. If a 6 week gap appears and the next note does not explain it, I ask
the doctor to add a brief clarification or include it in their next narrative. Unexplained gaps get spun as proof you
were fine. Documented barriers, like authorization delays or family caregiving needs, keep the story intact.

The language that sways decisions
Certain phrases ring loudly. Maximum medical improvement. Causally related to work. Work restrictions.
Permanent partial impairment. These are not magic words, but they trigger legal consequences. When a treating
physician thinks you have reached MMI, benefits can shift, negotiations move, and vocational planning begins. I
make sure the doctor understands the practical meaning of MMI in your jurisdiction. It does not always mean no
improvement is possible. Often it means further expected improvement is not likely without significant changes in
care.

Similarly, restrictions have to be clear and detailed, not vague. No heavy lifting is weak. No lifting more than 15
pounds from floor to waist, and no more than 5 pounds from waist to shoulder, limits overhead work to
occasional, avoid repetitive gripping with the right hand, that gives an employer or a judge something concrete. It
also makes it easier to identify suitable work or show why the offered job is unsuitable.

Decoding imaging and test reports
I do not rely on a single line from a radiology impression. I read the body of the report. Impressions often default
to degenerative language when a radiologist is unsure of timing. Words like moderate spondylosis do not rule out
an acute herniation nearby. If the body of the report describes an extrusion contacting the right S1 nerve root,
that belongs in the argument even if the impression lists degenerative changes first. When possible, I ask the
treating orthopedic or neurosurgeon to correlate imaging with clinical findings in plain language. A sentence or
two that says the MRI findings are consistent with the mechanism of injury and the patient’s exam puts weight on
the right side of the scale.

With EMG and nerve conduction studies, timing matters. Studies done too early can be normal despite real nerve
injury. I remind clients and doctors about the usual window, roughly 3 to 4 weeks post injury for optimal detection
of denervation. If an early normal study appears in the chart, I aim to get a repeat at the right time, with an
explanation.

Independent medical examinations: reading with a skeptical eye
IMEs are often written for denial. Not always. Some physicians are fair. Either way, I approach them systematically.
I compare the IME’s history section with the treating notes. If the IME leaves out the ER report that documented
radicular pain on day one, I highlight that omission. I examine whether the IME doctor performed all relevant tests.
An IME that reports full shoulder strength without noting pain inhibition or conducting specific impingement tests
gets less weight. I also check for literature citations. When an IME relies on general statistics about degenerative



changes in people over 40, I remind the fact finder that population prevalence does not resolve individual
causation when an acute mechanism and immediate symptoms exist.

Sometimes an IME offers reasonable criticism, like poor effort on a functional test or inconsistent pain diagrams. I
do not ignore it. I talk to the client and the treating doctor. If there was a language barrier, anxiety, or
misunderstanding, we address it and, where appropriate, redo the exam.

Billing codes and what they quietly reveal
ICD and CPT codes are not the heart of the case, but they leave a trail. A diagnosis code that starts with M54.5 for
low back pain tells me little. A code for S33.5 sprain of ligaments of lumbar spine points to an acute mechanism.
After surgery, codes documenting a work injury benefits lawyer complete rotator cuff tear support permanency
ratings. In some states, impairment ratings rely on objective criteria tied to specific surgeries or range of motion
deficits measured with a goniometer. When I see codes change abruptly from injury codes to general pain codes, I
ask why. Sometimes it is a billing shortcut. Sometimes a change in diagnosis is real and needs medical explanation.

Charting the human side: pain, sleep, and daily function
Adjusters read pain scores, then shrug because pain can be subjective. But sleep records, appetite changes, and
concrete activity limits are harder to dismiss. I encourage clients to tell the doctor what they cannot do now that
they did easily before, in ordinary terms. Getting the toddler in and out of a car seat. Standing to make dinner.
Climbing the second flight to the apartment. These details often make their way into the assessment. I have seen a
linesman’s case turn on a simple note that he cannot look up for more than 10 seconds without dizziness and
neck pain. That said more about employability than any MRI slice.

Working with treating physicians without crossing lines
Doctors are busy. They do not always write with legal clarity. A good workers compensation lawyer acts as a
translator, not an editor. I send focused letters to treating doctors with three or four questions, maximum. Do you
believe the described work event caused or materially aggravated the condition. Are the work restrictions you
listed expected to last more than 12 months. Have we reached maximum medical improvement. If not, what care
remains and what outcome do you anticipate.

I attach the key record excerpts so the doctor does not have to sift through hundreds of pages. I never ask a
physician to change an opinion, but I do ask for clarification when a note contradicts itself or when a standard
term in our jurisdiction would help a judge understand the status.

Using the records in negotiation and at hearing
Negotiations often hinge on one or two pivot documents. A surgeon’s narrative that ties surgery directly to the
job event. A therapist’s discharge that sets concrete permanent limits. An IME that concedes work causation but
disputes extent of disability. I build a concise medical summary that fits in a few pages, with citations to the full
record. This helps an adjuster get authority to settle. At hearing, I have the underlying pages ready for cross. If the
defense picks a line from page 417, I can put the full paragraph on the overhead and ask the IME doctor to read
what comes next.

Surveillance and social media against the record
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Surveillance video is rare but potent. A 45 second clip of someone lifting a grocery bag can be painted as proof of
no restriction. I counter with context. How heavy is the bag. What happened after. Did the client rest for two
hours, take breakthrough medication, miss therapy the next day. The medical notes often record flares after
unexpected tasks. I look for those entries, not to excuse behavior, but to show the real pattern. The same goes for
social posts. A smiling photo at a birthday does not equal no pain. Still, I warn clients early that the chart and the
public face must align.

Privacy, releases, and how far the net can stretch
HIPAA does not bar the employer’s insurer from seeing your injury records once you sign a release, but that
release should be tailored. I do not authorize open-ended lifetime records unless the law forces it. I specify dates
and body parts when possible. If a carrier demands mental health records for a back injury, I push back unless a
pain psychologist is directly treating the work condition. Boundaries protect dignity and keep irrelevant history
from muddying the waters.

A simple checklist for medical visits
Describe the incident the same way every time, using the same core facts and body parts.

Report all symptoms, even if they feel minor, and note when they started.

Ask for clear work restrictions in writing, with weights, durations, and positions.

Explain any gap since the last visit, including denied care or transportation issues.

Review the after-visit summary before you leave and correct big errors on the spot.

These small acts keep the record trustworthy and complete.

Edge cases: occupational disease, repetitive trauma, and mental
injuries
Not every claim is a single accident. Repetitive keyboard work that leads to carpal tunnel. Years of vibrating tool
use that ends in hand-arm vibration syndrome. Welding fumes causing reactive airway disease. The medical
analysis here leans more on exposure history and latency than on a single ER note. I look for job descriptions that
quantify time on task. Ten hours a day on an impact wrench tells a stronger story than frequent use. I ask for serial
exam findings and any pre-placement physicals. In occupational hearing loss cases, we need audiograms over time
and noise level measurements when available.

Mental injuries tied to trauma or cumulative stress are their own terrain, and many states restrict them. When
allowed, I gather counseling notes carefully and with consent, looking for documentation that links symptoms to a
specific work event or series of events, not general life stress. Language matters here as much as in orthopedic
cases, and stigma often keeps people from reporting fully. Gentle coaching about the importance of precision
helps.

When records are messy, missing, or in another language
Real files are imperfect. A small clinic goes out of business, leaving only scanned PDFs of faxes. A specialist dictates
minimal notes. You received care while visiting family abroad Cumming work injury attorney and the records are
in Spanish or Portuguese. I have navigated all three. For messy PDFs, optical character recognition and manual
indexing still beat out fancy promises. For sparse notes, I request a narrative letter from the doctor or arrange a
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deposition, preparing them with specific questions that elicit the missing detail. For foreign language records, I use
certified translation and, if needed, a treating physician’s addendum that interprets how that care fits the later
treatment plan.

These fixes take time. I set expectations early with clients so delays do not feel like abandonment. The quiet work
of record repair wins cases months later.

A case vignette from the trenches
A warehouse picker in her late 30s felt a snap in her shoulder when a box shifted and her arm jerked overhead.
The urgent care record on day one said shoulder pain after lifting, full range of motion, no numbness. A week later,
a family doctor documented painful arc and positive Hawkins. Two months later, an MRI read degenerative
tendinopathy, no full thickness tear. The insurer denied surgery and offered desk duty that required constant
mouse use, which flared her pain.

On my first read, the early template note concerned me. Full range can look like no injury. But the physical therapy
records told a precise story: weakness in external rotation graded 4 minus, limited abduction by 30 degrees, sleep
disturbed nightly. I asked the radiologist for a second read, and the addendum noted a high grade partial
thickness tear. The treating orthopedist agreed that the findings were consistent with the mechanism, wrote a
clear causation statement, and detailed restrictions. We documented a two week gap in therapy as due to
authorization denials. At hearing, the judge quoted the therapist’s functional notes and the mechanism description
in the ER triage. Surgery was approved, and temporary disability benefits restarted. The surgery confirmed the
partial tear. Six months later, we negotiated a fair settlement based on a 10 to 15 percent upper extremity
impairment, supported by goniometer measurements and persistent work restrictions that limited overhead lift to
occasional and under 10 pounds.

None of this hinged on a dramatic headline in the chart. It hinged on careful reading, corrections, and aligning
clinical details with legal standards.

How a lawyer actually moves through a record set
Build the pre and post injury timeline, anchoring early complaints and mechanisms.

Extract objective findings and correlate them with imaging and tests.

Identify and explain gaps, inconsistencies, and preexisting conditions with treating input.

Secure clear statements on causation, MMI, and concrete restrictions from the right doctors.

Translate the story into a short, sourced summary for adjusters and, if needed, for the judge.

This is not glamorous work. It is steady and exacting, like laying tile with tight tolerances. The joints have to match.

Practical trade offs and judgment calls
Sometimes we hold off on an IME challenge to avoid hardening the insurer’s position while waiting for a definitive
test. Sometimes we push for an expedited hearing even with imperfect records because a client is facing eviction.
Occasionally we accept a lower impairment rating in exchange for the insurer authorizing a needed procedure
quickly. If light duty is offered, we weigh the medical notes carefully against the real demands of the job, including
commute and bathroom access. Records do not answer these choices by themselves. They give us tools to justify
the path we pick together.



Why empathy belongs in record analysis
Pain hides between lines of type. A chart can document a spine surgery but not the moment you hesitate before
stepping off a curb because your foot might give. A seasoned workers compensation lawyer reads for that, too.
We ask clients to speak up about the ordinary parts of life that went sideways, then help their doctors write those
facts down. That is not spin. It is honoring the truth that medicine is about function and life, not just anatomy.

In the end, medical records are not a hurdle course. They are the shared language among you, your doctors, the
insurer, and the law. When curated with care, they carry your story faithfully, from the first aching day through
recovery, return to work, or lasting change. And when the story is told clearly, decisions become fairer,
negotiations move faster, and you get to spend less time inside a file and more time rebuilding your day to day.


