
WORKER INJURY COMPENSATION REPORT
Confidential Incident & Claim Documentation

REPORT REFEREN CE N UM BER

DATE OF REPORT

1. EMPLOYEE INFORMATION

FULL N AM E

EM PLOYEE ID

JOB TITLE / OCCUPATION

DEPARTM EN T / DEPARTM EN T CODE

PHON E N UM BER

SUPERVISOR N AM E

2. INCIDENT DETAILS

DATE OF IN CIDEN T

TIM E OF IN CIDEN T

EXACT LOCATION  OF IN CIDEN T

DESCRIPTION  OF IN CIDEN T (HOW DID IT HAPPEN ? WHAT TOOLS/M ACHIN ERY WERE IN VOLVED?)

WITN ESSES (N AM ES AN D CON TACT IN FORM ATION )

3. INJURY AND MEDICAL DETAILS



N ATURE OF IN JURY / ILLN ESS (E.G., CUT, BURN , FRACTURE, STRAIN )

AFFECTED BODY PART(S)

WAS FIRST AID ADM IN ISTERED ON  SITE?

 Yes
 No

FIRST AID PROVIDER N AM E

PHYSICIAN  / HOSPITAL N AM E

4. COMPENSATION & CLAIM DETAILS

ESTIM ATED LOST WORK DAYS

CLAIM  STATUS

 Pending
 Approved
 Denied

TYPES OF COM PEN SATION  CLAIM ED

 Medical Expenses
 Lost Wages
 Disability Benefit
 Rehabilitation Cost
 Other

5. SIGNATURES AND AUTHORIZATION

EM PLOYEE SIGN ATURE

DATE

AUTHORIZED REPRESEN TATIVE / HR SIGN ATURE

DATE


	WORKER INJURY COMPENSATION REPORT

