Employee Injury and liness Report | casene.

To be Compleled by Employee Bate of Injury____/ — / —
Social Security # Name (Lasi) {First) (M} Sex (M or F) |Marital Status: o Married o Single
o Divorced oWidowsd
Home Address City Stale | Zip Home # Work #
tion Depastment Wark Locali
|pateotBitn___s___s e e
month  day year
Work Stalus: o Fulllime  HoursperDay | # Days per week if part time Immediate Supenvisor
o Partime

Injured body parl / areas (indicale left or right if apphicabls) Dislricl building where acddent occured (sirest, cily, zip coda)

'| Time of Day injury oraccidentoccurred:___:  AM or : PM | Daleemployer advised; / }
month  day  year

'} Is this a recurrence of a previousinjury orillness? o Yes o No H'YES'pleasegivedetails

Employee’s Statement
Please describe in detail how the injury occurred. Include what the situation was and any objecis or lools involved:
How did the accident occur? (Explain how & happanad)

TO BE COMPLETED BY ENIPLOYEE

Wasorwillmedical care be provided otherthanbyschoolnurse? o Yes o No  ifyes.pleasacompletethefoliowing:

Doctor's Name Schoo! Nursa's Name Emargency Room Localion
Doclor's Addrass School Hospilal

Were lhere any wilnesses tothe accidenl? o Yes o No  [fyes pleasecomplelethefollowing.

Wilness Name: Was the witness a Districl employee? o Yes o No Wilness Phone #
Witness Name; Was the witness a Dislricl employee? 0 Yes o No Witness Phone #;
Ifwitness s not a Districtemployee,
please provide name and addrass:
/ !
Employee Signalure Dale

"Any person who knowingly and with intent to defraud presents, causes (o be presenied, or prepares with knowledge or ireflef that it will be
presented to or by an insurer, self-insurer or purported insurer, or any agent thereof, any written statement as part of or in support of 2
clalm for benefits containing any false, incomplels, or misteading information commits a fraudufent Insurance act”

M5 CMe

Condack perton: Lydia Vanérera. S18-234-4039 ot 200D



