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Any person who makes or causes to be made any

California law requires employers to report within five days of knowledge every occupational injury or illness which results in lost time beyond the

knowingly false or fraudulent material statement or

date of the incident OR requires medical treatment beyond first aid. If an employee subsequently dies as a result of previously reported injury or

material representation for the purpose of obtaining

illness, the employer must file within five days of knowledge an amended report indicating death. In addition, every serious injury, illness, or death

or denying workers compensation benefits or

must be reported immediately by telephone or telegraph to the nearest office of the California ~ivision of Occupational Safety and Health.

payments is guilty of a felony. 1. FIRM NAME

10. Policy Number
Please do not use

this columnE 2. MAILING ADDRESS: (Number, Street, City, Zip)

20. Phone Number

M

CASENUMBER

P L 3. LOCATION it different from Mailing Address (Number, Street, City and Zip)

30. Location Code

0

OWNERSHIP

V
E 4. NATURE OF BUSINESS; e.g .. Painting contractor, wholesale grocer, sawmill, hotel, etc.

5. State unemployment Insurance acct. no

R
6. TYPE OF EMPLOYER: o Privateo Stateo Countyo Cityo School Districto Other Gov't, Specity:

INDUSTRY

7. DATEOF INJURYI ONSETOF ILLNESS

B. TIME INJURynLLNESSOCCURRED9. TIME EMPLOYEEBEGANWORK10. IF EMPLOYEEOIED,OATEOF OEATH(mm/dd/yy)

(mmlddlyy)
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PM AMPM
OCCUPATION

11. UNABLETOWORKFORATLEASTONE

12. DATELASTWORKEO(mm/dd/yy)13. OATERETURNEOTO WORK (mm/dd/yy)14. IF STILL OFFWORK, CHECKTHIS BOX:
FULL OAYAFTEROATEOFINJURY?

DYes
DNa 0

15. PAlOFULLOAYSWAGESFOROATEOF

16. SALARYBEINGCONTINUEO?17. OATEOF EMPLOYER'SKNOWLEOGE/NOTICEOF1B. OATEEMPLOYEEWASPROVIOEOCLAIMFORMSEX

INJURYORLAST DNO

INJURynLLNESS(mm/dd/yy)
(mm/dd/yy)

OAYWORKEO?
DYESDNoDYES

I 19. SPECIFIC INJURynLLNESS AND PART OF BODY AFFECTED, MEDICAL DIAGNOSIS If available, e.g .. Second degree burns on right arm, tendonitis on left elbow, lead poisoning

AGE

N
JU 20. LOCATIONWHEREEVENTOREXPOSUREOCCURREO(Number, Street, City, Zip)

200. COUNTY21. ONEMPLOYER'SPREMISES?OAILYHOURS

R

DYesDNaV 22. OEPARTMENTWHEREEVENTOREXPOSUREOCCURREO,e.g.. Shipping department, machine shop. 123. Other Workers injured or ill in this event? 0DNa

OAYSPERWEEK
Yes24. EOUIPMENT,MATERIALSANOCHEMICALSTHEEMPLOYEEWASUSINGWHENEVENTOR EXPOSUREOCCURREO,e.g .. Acetylene, welding torch, farm fractor, scaffold 0 R

WEEKLYHOURS
25. SPECIFICACTIVITYTHEEMPLOYEEWASPERFORMINGWHENEVENTOR EXPOSUREOCCURREO,e.g .. Welding seams at metal torms, loading boxes onto fruck.

I

WEEKLYWAGE

L 26. HOWINJURynLLNESSOCCURREO.OESCRIBESEOUENCEOF EVENTS.SPECIfY OBJECTOREXPOSUREWHICHOIRECTLYPROOUCEOTHE INJURYILLNESS,e.g .. Worker sfepped back fa Inspect work and slipped on
L scrap material. As he lell, he brushed against fresh weld, and burned right hand. USE SEPARATESHEETIF NECESSARYN
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DNa
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28. Hospitalized as an Inpatient overnight?

If yes then, name and addre•• of hospital (Number, Street, City, Zip) PARTOF BOOY

29. Employee treated in emergency room?
OYOI

o No

ATTENTION This form contains information relating to employee health and must be used in a manner that protects the confidentiality of employees to the extent possible while

SOURCE

the Information Is being used for occupational safety and health purposes. See CCR Title 8 14300.29 (b)(6)-(10) & 14300.35(b)(2)(E)2. Note: Shaded boxes indicate confidential employee information as listed In CCR Title 8 14300.35(b)(2)(E)2·,3D. EMPLOYEENAME

31. SOCIALSECURITYIIUMBER32. OATEOr BIRTH(mm/dd/yy)

EVENT

E 33. HOMEAOORESS(Number, Streel, City,Zlp)

330. PHONENUMBER
SECONDARYSOURCE

M PL 34. SEX

35. OCCUPATION(Regular job IIl1e, NO Initials, abbreviations or numbers) 36. OATEOF HIRE(mm/dd/yy)

o 0 Male

o Female

V 37. EMPLOYEEUSUALLYWORKS

370. EMPLOYMENTSTATUS37b. UNOERWHATCLASSCOOEOF YOUR

E

POLICYWHEREWAGESASSIGNEO

E

___ hours per day, ____ days per week,____ total weekly hourso regular, full-timeo part-time

o temporary

o seasonal
EXTENTOF INJURY

38. GROSSWAGES/SALARY

39. OTHERPAYMENTSNOTREPORTEOAS WAGES/SALARY(e.g. tips, meals, overtime, bonuses, etc.)?

$

PER DYes0No

Completed By (type or print)

Signature & Title Oate (mm/dd/yy)

• Confidential information may be disclosed only to the employee, former employee, or their personal representative (CCR Title 8 14300.35), to others for the purpose of processing a workers'

compensation or other insurance claim; and under certain circumstances to a public health or law enforcement agency or to a consultant hired by the employer (CCR Title 8 143DO.30). CCR Title 8 14300.40requires provision upon request to certain state and federal workplace safety agencies.
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