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Workers Compensation Report
Claim #:     
Employee Information
Name:     


Address:     
SS #:     


Phone #:      

Gender:     
DOB:       


Marital Status:     

Position:         
Weekly Stipend:     


Hours worked wk:     
Days worked/wk:     


Hours worked/day:     
Was employee paid in full on date of injury?     
Any prior workers compensation injuries?     
Any pre-existing conditions/injuries contributing to this injury?     
Accident Information

Location:      


Date:     

Time:     
Type of Accident:     

Was proper PPE provided?     
Was the proper PPE being used?     
Body parts injured:     
(be sure to include details such as right or left hand, specific finger, etc.)
Was an IFR completed?     
Last date worked:     

Date returned to work:     
Witness 1:     


Witness 1 Phone:     
Witness 2:     


Witness 2 Phone:     
Medical Information
Initial medical treatment

 FORMCHECKBOX 
ER treated & released  FORMCHECKBOX 
Hospitalized  FORMCHECKBOX 
Physician/Clinic  FORMCHECKBOX 
Minor/Onsite  FORMCHECKBOX 
 No Medical Treatment
Explain Medical Treatment Received:     
Hospital Name, Address, Phone & Fax:     
Individual involved is to complete this section
Did you request medical attention?     
Do you feel that you can return to work under regular duty?     
Did you request light duty work?     
In signing below, I understand that in no way is Southwest Conservation Corps (SCC) denying me medical attention.  I also understand that I have made a choice as to my working status.  I understand and acknowledge that SCC is not forcing me to work and that if I so choose I can be assigned to light duty until I feel I can return to a regular duty position, or I can receive medical treatment if I so desire.  I also understand that if I request medical attention it in no way affects my ability to work with SCC unless restricted by a Doctor of Medicine.  

Signed:__________________________________
Date: _____________________

Additional Report Information 
Was this injury reported within 24 hours?
   FORMCHECKBOX 
Yes       FORMCHECKBOX 
No
Report Prepared By:     
Title:     
Signature:     



Date:     
Notes
     
