
           

   

   

 

 

 

           

           

 

 

   
         

   

      

           
   

           
  

         

 

EMPLOYEE’S REPORT of injury 

INJURY INFORMATION 

__________________________________________________________________________________________________________________________________________________________ 
date of injury time date injury reported 

accident reported to: ___________________________________________________________ By (name):____________________________________________________________ 

Who witnessed accident (name & address for each person listed)? _____________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________________________ 

describe fully how injury happened (continue on back if necessary): ___________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________________________ 

What part(s) of your body was injured? _________________________________________________________________________________________________________________ 

did you stop work as a result of your accident? m yes m no When: _______________________________________________________________________________ 

Was your pay continued during any part of your disability? m yes m no 

if so, for what period? ___________________________________________________________ Last day for which you were paid? ____________________________________ 

if not working, date you expect to return to work? _____________________________ if you did return to work, list date? ___________________________________ 

from whom did you receive frst medical treatment (list date)? ________________________________________________________________________________________ 

are you still under medical treatment? __________________________________________ How often do you receive treatment? _______________________________ 

__________________________________________________________________________________________________________________________________________________________ 
name of doctor address pHone 

SIGNATURE 
_____________________________________________________________________________________________________________ 
signature date cLaim # 

PERSONAL INFORMATION 

__________________________________________________________________________________________________________________________________________________________ 
name       cLaim # 

__________________________________________________________________________________________________________________________________________________________ 
address       Home pHone    ceLL pHone 

gender: m maLe    m femaLe 

__________________________________________________________________________________________________________________________________________________________ 
date of BirtH sociaL security numBer 

__________________________________________________________________________________________________________________________________________________________ 
occupation empLoyer department 

__________________________________________________________________________________________________________________________________________________________ 
empLoyer address 

__________________________________________________________________________________________________________________________________________________________ 
numBer of days per Week numBer of Hours per day normaL days off 

__________________________________________________________________________________________________________________________________________________________ 
LengtH of empLoyment Wages (HourLy rate of pay) 
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