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DateofThisReport: / / DateofIncident: / /
Name ofInjured Worker: SS#:
Birthdate:____ / / Date Employee Reported Incident:__/ /
HomeAddress Phone #:
City,State, ZIP: Hire Date: / /
Doestheinjuredworkerhave:HealthInsurance? Pre-Existing Conditions?
Injured Worker’s Occupation: Pay Rate:
IsInjured WorkerPart-TimeofFull-Time? Fullpayondayofinjury?

Days Injured Worker Typically Works:

Time of Incident: Time Employee Reported for Work Day of Incident:

Person Employee ReportedIncidentTo:

Client Wherelncident Occurred:

Address Wherelncident Occurred:

Was the Injured Worker administered a drug test immediately following the incident? __ Ifyes, whatweretheresults?

(Pleasesendacopyofresults) Hasemployeelosttime

fromwork?(Ifyes, givedatesoflosttimeandifemployeehasreturnedtowork)

Describe the incident in detail (how, why, where, what):

Is a third party (another company or individual) responsible for this incident? If yes, please give details:

****REPORT DUE WITHIN 24 HOURS OF ACCIDENT****
****Also complete the Employee’s Report of Incident ****
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Type of Injury (cut, sprain, bruise, fracture, etc.):

Which part of body injured (be specific):

Are there any safety issues that contributed to this injury? If so, please detail:

Listallwitnessestothisincident,includingnamesand phonenumbers:

Name of Medical Facility Where Employee Taken:

Phone Number: Address of Facility:

Do you have any particular concerns with thisclaim?

Name of Employer Contact Completing ThisReport:

(Print Name & Phone Number)

Employer Contact’s Signature:

****REPORT DUE WITHIN 24 HOURS OF ACCIDENT ***#*
***¥Also complete the Employee’s Report of Incident****
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