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	First Report of Injury
	
Date:

  
/
  
/
  


	Insurance Information

	Carrier (Insurance Company):
	Sentry Insurance Co.     
	HMFP 222768204      APHMFP 320058309

CAPHMFP 04-3208878 (circle your company)
	       Policy No.:         9016447

	Employee Information – To be completed by Employee

	Employee's Name
	First:
	     
	Middle:
	     
	Last:
	     

	Address:
	     
	City:
	     
	State:
	  
	ZIP:
	     

	Employee ID No.:
	     
	Employee Occupation:
	     
	SSN:
	   ‑  ‑    
	Phone No.:
	     

	Date of Birth:
	  /  /    
	Marital Status:
	     
	Sex:
	Female
 FORMCHECKBOX 

	Male
 FORMCHECKBOX 

	Number of
Dependents:
	Under 18
	Other

	
	
	
	
	
	
	
	
	     
	     

	Department:
	     
	Date of Hire:
	  /  /    
	State of Hire:
	     

	Wage Rate:
	$
	     
	Per
	     
	Average Hours Per Day:
	     
	Average Days Per Week:
	     

	Paid in full for date of injury?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Did salary continue?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Incident Information – to be completed by employee or supervisor

	Address where
incident occurred:
	     
	City:
	     
	State:
	  
	ZIP:
	     

	Filing State:
	     
	On employer's premises?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Did employee lose one or
more days of work?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Injury Date:
	  /  /     
	Time of Injury:
	     
	 FORMCHECKBOX 
 AM
 FORMCHECKBOX 
 PM

	Time work began on
day of injury:
	     
	 FORMCHECKBOX 
 AM
 FORMCHECKBOX 
 PM
	If lost time, last day worked:
	  /  /     
	Date returned to work:
	  /  /     

	Date employer was notified:
	  /  /     
	Name of person notified:
	     

	Fatality?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	If yes, date of death:
	  /  /     

	Were safeguards or safety equipment provided?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	If so, was employee using them?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Type of Injury:
	     
	Part of Body:
	     

	Describe what happened in detail (employee's activity, objects involved, how injury occurred, etc.):

	

	Witnesses

	Witness Name:
	     
	Phone No.:
	     

	Witness Name:
	     
	Phone No.:
	     

	Medical Treatment –To be completed by treating provider

	Did Employee Go To
…Clinic/Physician?
	Name:
	     
	Phone No.:
	     

	Address:
	     
	City:
	     
	State:
	  
	ZIP:
	     

	…Hospital?
	Name:
	     
	Phone No.:
	     

	Address:
	     
	City:
	     
	State:
	  
	ZIP:
	     

	Type of Treatment:
	 FORMCHECKBOX 
 ER
	 FORMCHECKBOX 
 First Aid
	 FORMCHECKBOX 
 Hospital
	 FORMCHECKBOX 
 In-House
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Unknown
	 FORMCHECKBOX 
 Outpatient

	Any reason to believe this was not work related?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	release


I hereby authorize my Employer (or any of its representatives) to be furnished any information and facts regarding this injury, including reports and records, results of diagnosis, treatment and prognosis, estimates of disability, and recommendations for further treatment.  This information is to be used for the purpose of evaluating and handling my claim for injury as a result of an incident on or about the date of injury indicated on this form and for no other purpose, now or in the future.

_________________________________________________


_________________________________

Employee Signature






Date
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