State of Connecticut

Workers’ Compensation

Send this form lo- Workers’Compensation Commission. 21 Oak Sfreet Harfiord, CT061466.8611

Employer’s First Report of Occupational Injury or liiness

Employer (Mame, Addmxs & Zip

{Phone #

Fila pursuantto C.6.5. §31.318 for injuries that result in SICAPACTTY FOR ONE DAY OR MORE. Please TYPE or PRINT I THK,

1 Carrigr f Adrninistrator Claim #

Commission

FRI

Rev. 3.17-2008

Date filed in Chairman's Office

(for WCC use only)
OSHA Log a Rport Purpose Code
| i
|

{ Jurisdiction

L
Jurksdistion Clairm #

Employers Location Address (F affferen)

8IC Code TRE

Date of injury / lliness (MDD Y}

Town of Injury { lliness

Phone #

Carrier (Name, Address & Zigh {Phone # Claitrs Adrministrator ivame, Address & Zigh ' Phons #
Policy / Self-tnsured # t Policy Period ianoryy)
U Q) oo i settimaned oo, 0:
Employea: Last Name First Mame Middie Name Gendar Date Hired (MAODNY Y} | State of Hire
i

Address finc) Zip) | Phone # CGiccupation / Job Title

i D Male

I NCCI Class Code
Rate of P !

e ) o D Female ate of Pay S par |
Date of Bith tsrD0rvY) | Social Security # !

; Whriowr Dosy Dwesk miwesay T other

Physician / Health Care Provider iName. Addrass £ Zip)

Time Employee Bagan Work O am. |Di Injury J iness cceur

D pm on Employer's Fremises? D Yes D Ne
Time of Occurrence O cannot be determined Type of injury /! lllness

3 am

Qem

Part of Body Affectad

Oate Employer Notified (sanbivys

Hospital ivame, Address & Zio)

Type of Injury / lilness Code

Date Disabitity Began (MfMDo/YYi

Part of Body Affected Code

Date Last Worked (ManB0/ry)

_.{Waere Safeguards or Safety

DYes D No
DYes D No

Equipment provided?

If provided, wete they used?

Intial Treatment

If Fatal, Date of Death DvyY)

Hewe Injury f |iness Ocgurred — Describe the sequence
of events, including any objects or substances that
directly injured the employee or made the employee i

A% equipment, materials, andfor chemicals employee
was using when accident or ilness exposure oocumed:

Bpexific activity and/or work process employee was
engaged in when accxlent or ilfress exposure cocurred:

Co n;ac! Name

D Mo Medical Treatment D Emergency Care

D Miner — by Employer D Hospitatized More Than 24 Hours

D Future Major Medical - Lost Time
Anticipated

{d Minor — sy Clinic: 7 Hospitat

Date Administrator Natified (MstDLyY)

Date Prepared (moLyYy)

Preparars Name & Title | Phone #

| Phone #

Cause of injury Code
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