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items must be completed in order to properly process this form. Distribute the copies as noted on the bottom of this form, This
information is critical to the injured employee’s claim for benefits. DO NOT DELAY. This form must be completed even if the
ﬁf employee did not receive medical attention or if the injury seems minor. If you have questions, please call one of the following
numbers:; |

CAMPUS EMPLOYEE: Office of Insurance & Risk Management.......... 794-6852; 794-6948 / Fax: 794-685/

Sy b e ! = - hr ah nalbh el e 1 ! 5 5 L] T el t gt - L

T
Late:
T B ) - . . . A AR | LA AN | mim 13 o, o by e o o B e e B LTI - =1t L e

Check One: L Campus Employee __| Volunteer | Student
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JobTitle ___ o Campus EXtension __
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Job Status: LI Full Time _| Part Time n Temporary

L)

Dateoflniury N Time of Injury {am/pm) - o DateReported e .

Nature of Injury {sprain, contusion, etc.}) e PartofBody Aftected e
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How did the injury occur? Please describe in detail, e . e | e I ﬁ

o
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11. Name and contact number of the person that this injury was reportedto . B e R e
12. Supervisor's Name (PLEASEPRINT) . R R B _ Extension .. N

13. Time employee began work (exact hour) __ —_— mmﬁp} m}_ﬂ Did emn gmwe lose. tsm% off due to mmw?‘ U
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15, Was the employee paid full wages for the day of injury or last day worked? e I

18. Location of Accident {Building, Room #, Floor, Corridor, etel) S R ettt e

17. Were there materials or equipment associated with the injury? ____ R S . e
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19, Injury evaluated by N Fmergency Room __| Occupational Health | Other (pleasespecity) o _

20. Was employee exposed to blood/bodily fluid other than his/her own? _ Hves, write their name, address and contact number
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