
 
 
 

Basic Accident Report 
 

Date of Report:   Report Completed By:   
 

Last Name of Injured 
Person: 

First Name: Job Title: 

Date of Accident: Time of Accident: Location of Accident: 

Supervisor’s Name & Job Title: Name of Witnesses: 

Full Description of Injuries: 

Description of accident/incident or employee’s account, including sequence of events 
preceding the accident: 

Basic cause and contributory causes. Explain fully unsafe act, unsafe condition, 
personal factor, other: 

Recommended Corrective Measures: Action By: 

Names of Inspection Team Participants: 

Management Review By: Date to be Completed By: 

 
 
 
EMPLOYERS® and America's small business insurance specialist® are registered trademarks of Employers Insurance Company of Nevada. Insurance is 
offered through Employers Compensation Insurance Company, Employers Insurance Company of Nevada, Employers Preferred Insurance Company, and 
Employers Assurance Company. EIG Services, Inc. (in California, dba EIG Insurance Services) is an affiliated agency and adjuster. Not all insurers do 
business in all jurisdictions. 
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Informe Básico de Accidentes 

Fecha Del Informe: ___________________Informe Completado Por:   

 
Apellido De La Persona 
Lesionada: 

Primer Nombre: Puesto De Trabajo: 

Fecha Del Accidente: 
 

Hora Del Accidente: Lugar Del Accidente: 

Nombre Del Supervisor Y Cargo: Nombre De Los Testigos: 

Descripción Completa De Las Lesiones: 

Descripción del accidente / incidente o versión del empleado, incluyendo la 
secuencia de eventos que preceden al accidente: 

Causas básicas y causas contributivas. Explique el tipo de situación ya sea si 
fue una situación insegura, condición insegura, factor personal, otros: 

Medidas Correctivas Recomendadas: Acciones Tomadas Por: 

Nombres De Los Participantes Del Equipo De Inspección: 

Revisión Por Parte De La Gerencia: Fecha Límite De Entrega: 

 
EMPLOYERS

®
 y America's small business insurance specialist

®
 son marcas registradas de Employers Insurance Company of Nevada. El seguro se ofrece 

a través de la Compañía de Seguros de Compensación del Empleador, la Compañía de Seguros del Empleador de Nevada, la Compañía de Seguros 
Preferida del Empleador y la Compañía de Seguros del Empleador. EIG Services, Inc. (en California, dba EIG Insurance Services) es una agencia afiliada y 
de peritaje. No todas las aseguradoras realizan actividades comerciales en todas las jurisdicciones. 
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01One good reason  
to think twice  

about workers’  
compensation fraud

EMPLOYERS® actively investigates suspected  
workers’ compensation fraud and reports such cases 
to law enforcement authorities.

Workers’ compensation fraud costs $7.2  
billion annually.1

Filing a fraudulent workers’ compensation 
claim could lead to serious civil or criminal  
consequences, such as fines, incarceration 
and/or restitution.

If you suspect workers’ compensation fraud, please contact EMPLOYERS’ 
Fraud Investigations Department. Call the Fraud Hotline at 1-800-750-3939 
or e-mail fraudfighters@employers.com.

Copyright © 2015 EMPLOYERS. All rights reserved. Insurance is offered through Employers Compensation Insurance Company, Employers Insurance Company of Nevada, Employers Preferred Insurance 
Company, and Employers Assurance Company. EIG Services, Inc. (in California, dba EIG Insurance Services) is an affiliated agency and adjuster. Not all insurers do business in all jurisdictions.

1 Source: http://www.propertycasualty360.com/2015/07/23/3-keys-to-a-successful-workers-compensation-fraud

REV 09/2015
CM_0077IF_US

fraud  
costs



01Una buena razón para 
pensarlo dos veces antes de 

cometer fraude en una demanda 
de indemnización laboral

EMPLOYERS® investiga de manera activa casos 
sospechosos de cometer fraude en una demanda 
de indemnización laboral y reporta dichos casos 
a las autoridades policiales.

Fraude en demandas de indemnización 
laboral cuesta $7.2 mil millones al año.1

Presentar una demanda de indemnización 
laboral fraudulenta puede acarrear graves 
consecuencias civiles o penales, tales como 
multas, cárcel y/o indemnizaciones.

Si sospecha que existe fraude en una demanda de indemnización laboral, póngase 
en contacto con el Departamento de Investigación de Fraude de EMPLOYERS.  
Llame a la línea directa de fraude al 1-800-750-3939 o escriba al correo electrónico 
fraudfighters@employers.com.

Copyright © 2015 EMPLOYERS. Todos los derechos reservados. El seguro se ofrece a través de las siguientes empresas: Employers Compensation Insurance Company, Employers Insurance Company 
of Nevada, Employers Preferred Insurance Company y Employers Assurance Company. EIG Services, Inc. (en California, dba EIG Insurance Services) es una agencia afiliada y ajustadora. No todas las 

aseguradoras operan en todas las jurisdicciones.

1 Fuente: http://www.propertycasualty360.com/2015/07/23/3-keys-to-a-successful-workers-compensation-fraud

REV 09/2015
CM_0077IF_US

costos del 
fraude
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	 NOTIFIQUE A SU EMPLEADOR INMEDIATAMENTE. 
De acuerdo con el artículo de ley K.S.A. 44-520, un reclamo puede 
ser negado si el empleado no notifica a su empleador  dentro de 
antes de las siguientes fechas: (A) 20 días a partir de la fecha del 
accidente o la fecha de la lesión debido a trauma por movimientos 
repetitivos; (B) si el empleado está trabajando con el empleador 
en contra del cual se están buscando beneficios y dicho empleado 
busca tratamiento médico por cualquier lesión por accidente o 
trauma repetitiva, 20 días a partir de la fecha que dicho tratamiento 
médico ha sido obtenido; o (C) si el empleado ya no trabaja para el 
empleador en contra del cual se están buscando beneficios, 10 días 
después del último día de trabajo para dicho empleador.
	 El aviso puede darse oralmente o por escrito. Donde el aviso 
se da oralmente, si el empleador ha designado un individuo o 
departamento a quien el aviso se debe dar y tal designación ha sido 
comunicada por escrito al empleado, aviso a cualquier otro individuo 
o departamento deberá ser insuficiente bajo esta sección. Si el 
empleador no ha designado a un individuo o departamento a quien se 
debe dar el aviso, el aviso puede darse a un supervisor o gerente.
	 Donde el aviso se hace por escrito, el aviso debe ser enviado 
a un supervisor o gerente de la oficina principal  de empleo del 
trabajador.
	 El aviso, sea que se haga oralmente o por escrito, debe incluir  
la hora, fecha, lugar, persona lesionada y detalles de tal lesión. Debe 
ser visible a partir del contenido del aviso, que el empleado está 
reclamando beneficios bajo la ley de compensación del trabajador o 
que ha sufrido una lesión relacionada con el trabajo.
	 BENEFICIOS. Los beneficios son pagados por la compañía 
aseguradora del empleador o programa de seguro propio.  Los 
beneficios incluyen tratamiento médico, reemplazo de sueldo parcial 
por tiempo perdido y beneficios adicionales si la lesión resulta en 
incapacidad permanente. El empleador debe proporcionar todo el 
tratamiento médico necesario y tiene el derecho de designar el doctor 
para dicho tratamiento. Si el empleado busca tratamiento con un 
doctor que no ha sido autorizado por el empleador, el empleador o 
su compañía aseguradora serán responsables de pagar solamente los 
primeros $500.00 dólares para tratamiento médico no autorizado.

Employer’s Insurance Carrier (Compañía Aseguradora del Empleador)	    Telephone (Teléfono de la Aseguradora) 

KANSAS DEPARTMENT OF LABOR
Division of Workers Compensation/Ombudsman
401 SW Topeka Blvd., Suite 2, Topeka, KS 66603-3105

Persons with impaired hearing or speech utilizing a telecommunications device may access the above number(s) by using the Kansas Relay Center at (800) 766-3777.

This notice applies to dates of accidents on or after April 25, 2013.
Este aviso aplica a las fechas de los accidentes a partir de Abril 25, 2013.

	 NOTIFY YOUR EMPLOYER IMMEDIATELY. Per 
K.S.A. 44-520, a claim may be denied if an employee fails to 
notify their employer within the earliest of the following dates:  
(A) 20 calendar days from the date of accident or the date of 
injury by repetitive trauma; (B) if the employee is working for 
the employer against whom benefits are being sought and such 
employee seeks medical treatment for any injury by accident or 
repetitive trauma, 20 calendar days from the date such medical 
treatment is sought; or (C) if the employee no longer works for 
the employer against whom benefits are being sought, 
10 calendar days after the employee’s last day of actual work 
for the employer.
	 Notice may be given orally or in writing. Where notice is 
provided orally, if the employer has designated an individual or 
department to whom notice must be given and such designation 
has been communicated in writing to the employee, notice to 
any other individual or department shall be insufficient under 
this section. If the employer has not designated an individual 
or department to whom notice must be given, notice must be 
provided to a supervisor or manager.
	 Where notice is provided in writing, notice must be sent to 
a supervisor or manager at the employee’s principal location of 
employment. 
	 The notice, whether provided orally or in writing, shall 
include the time, date, place, person injured and particulars 
of  such injury. It must be apparent from the content of the 
notice that the employee is claiming benefits under the workers 
compensation act or has suffered a work-related injury.
	 BENEFITS.  Benefits are paid by the employer’s 
insurance carrier or self insurance program. Benefits include 
medical treatment, partial wage replacement for lost time and 
additional benefits if the injury results in permanent disability. 
An employer is required to furnish all necessary medical 
treatment and has the right to designate the treating physician. 
If the employee seeks treatment from a doctor not authorized by 
the employer, the employer or its insurance carrier is only liable 
up to $500.00 dollars for the unauthorized medical treatment. 

WHERE TO GET HELP WITH YOUR CLAIM (DÓNDE CONSEGUIR AYUDA CON SU RECLAMO):

Website: www.dol.ks.gov/workcomp/default.aspx
Email:    wc@dol.ks.gov
Phone:   (800) 332-0353 or (785) 296-4000

For questions about Workers Compensation Law, contact (Para preguntas acerca de la Ley de Compensación del Trabajador):

Address (Dirección de la Aseguradora)

WHAT TO DO IF AN INJURY 
OCCURS ON THE JOB

QUE HACER SI UNA LESIÓN 
OCURRE EN EL TRABAJO

(           )

This notice must be posted and maintained by the employer in one or more conspicuous places.

Your employer is subject to the Kansas Workers Compensation Law which provides compensation for job-related injuries.



1.	 Federal Employer's Identification Number	_________________________________________   Date of hire __________________

2.	 Name of employer	____________________________________________________________  Phone ______________________

3.	 Mailing address___________________________________________________________________________________________________________       
	 	     Street	 City	 State	 ZIP Code

4.	 Location, if different from mailing address_______________________________________________________________________________________       
	 	      Street	 City	 State	 ZIP Code	

5.	 Nature of business_________________________________   NAICS or S.I.C. Code___________   Dept. or division ___________________________

6.	 Name of employee _________________________________________________________________________________       Age______   Sex______
	 	                               First 	                Middle	                                 Last
 
7.	 Home address ___________________________________________________________________________________________________________       
	 	     Street	 City	 State	   ZIP Code

	 	 Birth	 Employee's                                                              	 Home
8.	 SSN_____________________ 	 date________________	 occupation________________________________	 phone  _________________________
	
9.	 Date of injury or occupational disease__________________          Time of injury_________   a.m.    
 
	 Date reported to employer__________________     Date disability began__________________    Gross average weekly wage  $_________________

10.	 Place of accident or last exposure  ____________________________________________________________________________________________
	 	                                          City	                  County	                           State

11.	 Was accident or last exposure on employer's premises?         c YES        c NO    

12.	 How did accident occur?   ___________________________________________________________________________________________________

	 ________________________________________________________________________________________________________________________

13.	 What was employee doing when injured?  ______________________________________________________________________________________

	 ________________________________________________________________________________________________________________________

14.	 Name substance or object that directly caused injury* ____________________________________________________________________________
	 ________________________________________________________________________________________________________________________

15.	 Describe in detail nature and extent of injury, indicate part of body involved * ___________________________________________________________
	 ________________________________________________________________________________________________________________________

16.	 Was worker admitted to hospital?      c YES      c NO    Date__________________         Treated by emergency room only?     c YES     c NO     

	 Hospital name and address  _________________________________________________________________________________________________

17.	 Name and address of attending physician or clinic  _______________________________________________________________________________
	
	 ________________________________________________________________________________________________________________________

18.	 Has employee returned to regular duty?      c YES        c NO                 Light duty?      c YES        c NO          Date_________________________

19.	 Is compensation now being paid?      c YES        c NO                 Date first/initial payment____________________

20.  Weekly compensation rate $____________________                       Is further medical aid needed?          c YES       c NO      c UNKNOWN  

21.	 Did employee die?    c YES      c NO   If YES, give date of death___________________  (File amended report within 28 days if death subsequently occurs.)  

22.	 Name(s) and address(es) of dependents (death cases only) ________________________________________________________________________

	 ________________________________________________________________________________________________________________________

23.	 Insurance carrier and third party administrator ___________________________________________________________________________________
	
	 Address	 ________________________________________________________________________________  Phone __________________________
	 	                  Street                                                             City                                  State                     ZIP Code	
    
	 Policy number____________________________________________   Name of agent___________________________________________________

	 Claim number___________________________________  Name of claim representative________________________________________________

24.	 Date of report_________________  Completed by______________________________________   Title_____________________________________

OSHA Case or File Number ______________________________  

KANSAS DEPARTMENT OF LABOR
www.dol.ks.gov

ACCIDENT REPORT 
K-WC 1101-A (Rev. 1-12)
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There is a $250 penalty for repeated failure to file accident reports within 28 days of the date the 
employer is informed of the accident. Submission does not constitute admission of liability. 

– SEE INSTRUCTIONS ON PAGE 2 – 

Mail or fax ORIGINAL report to:	
	 Division of Workers Compensation
	 401 SW Topeka Blvd., Suite 2
	 Topeka, KS 66603-3105
	 Fax: (785) 296-4216

Direct questions or comments to:
	 Toll-free (800) 332-0353

FOR
OFFICE

USE

CAUSE

NATURE

SEVERITY

COUNTY

SOURCE

MEMBER

0	-	NO TIME LOST
1	-	TIME LOST
2	-	MEDICAL
3	-	FATAL



Instructions
You must answer every question; failure to answer all questions may cause the report to be returned to the 
employer. Returned accident reports may cause a delay of benefits to the injured employees and could subject the 
employer to fines.

Mail or fax the original report only. If not completed using the fillable PDF form, the report must be printed neatly 
in black ink or typewritten. If not legible, the report will be returned which will delay timely processing. 

The employer must send this accident report to its insurance carrier, third party administrator or pool association 
as indicated in the employer's insurance contract. The employer is responsible for submitting the original 
report to the Division of Workers Compensation within 28 days of the date the employer is informed of the 
accident. 

*Instructions for Questions 14 and 15
14:	Name the object or substance which directly injured the employee. Example: machine or object employee 	 	
	 struck or struck employee; vapor or poison employee inhaled or swallowed; chemicals or radiation which 	 	
	 irritated employee's skin; if hernia, the object employee was lifting or pulling; etc.

15:	Be as specific as possible indicating all that is known about the injury. Name the part of body injured.

Definition of an Incapacitating Injury
The Workers’ Compensation Act sets forth a strict time frame for filing accident reports with the division. The 
controlling statute is K.S.A. 44-557(a), which reads as follows:

(a)   it is hereby made the duty of every employer to make or cause to be made a report to the 
director of any accident, or claimed or alleged accident, to any employee which occurs in the 
course of the employee’s employment and of which the employer or the employer’s supervisor 
has knowledge, which report shall be made upon a form to be prepared by the director, within 28 
days, after the receipt of such knowledge, if the personal injuries which are sustained by such 
accidents are sufficient wholly or partially to incapacitate the person injured from labor or service 
for more than the remainder of the day, shift or turn on which such injuries were sustained.

Accident reports are not required for every work-related injury. The statute requires a report to be filed when the 
worker's whole or partial incapacity continues beyond the "day, turn, or shift which such injuries are sustained" 
as the result of accident. "Incapacity" is not specifically defined within the law, but the division believes that the 
Legislature's intent was to reference a worker's whole or partial loss of the ability to perform his or her ordinary 
job tasks. When in doubt, keep in mind the law contains no penalty for filing a report that ultimately proves to be 
unnecessary. There are penalties, however, for failing to file a report when one was required. The penalties 
include fines and limitations on the defenses the employer may assert if a claim is filed.

OSHA Recordkeeping
The employer must complete an Injury and Illness Incident Report, OSHA Form 301, within seven (7) days of 
learning that a work-related injury or illness has occurred. According to OSHA's recordkeeping rule, you must keep 
Form 301, or an equivalent substitute on file for five (5) years.

To learn more about OSHA's recordkeeping requirements and download forms, visit:
www.osha.gov/recordkeeping/RKforms.html 

Page 2 of 2Kansas Department of Labor
Employer's Accident Report
K-WC 1101-A (Rev. 1-12)











PO Box 152539
Tampa, FL 33684-2539

Optum has been chosen to manage your workers’ compensation pharmacy benefits for your employer or their insurer. 
Below is your First Fill card that will allow you to receive your injury-related prescriptions at your local pharmacy. Please 
fill out the card based on the instructions below.

Employer:
Immediately upon receiving notice of injury, fill 
in the information below and give this form to 
the employee.

Injured person:
If you need a prescription filled for a work-
related injury or illness, go to an Optum Tmesys® 
network pharmacy. Give this temporary card to the 
pharmacist. The pharmacy will fill the prescription at 
no cost to you.

If your workers’ compensation claim is accepted, you 
will receive a permanent pharmacy card in the mail.  
Please use that card for other work-related injury or 
illness prescriptions.

NOTE:  This First Fill card is only valid for your workers’ compensation injury or illness.

MAKING IT EASY TO GET WORKERS’ COMPENSATION PRESCRIPTIONS FILLED

1-866-599-5426
Questions? Need Help?

IMP14-2013-84

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Notice to Cardholder: Present this card to the pharmacy to receive medication for 

your work-related injury. To locate a pharmacy: tmesys.com.

CARRIER/TPA EMPLOYER

INJURED PERSON NAME

SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261

EMPLFF

or

or

002538

RxPCN

GROUP

CAL Envoy Acct. #

The following entities comprise the Optum Workers’ Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers’ Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers’ Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers’ 
Compensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, 
dba Optum Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers’ 
Compensation Medical Services, collectively  and individually  referred as “Optum.”  

Finding a network pharmacy
Most pharmacies and all major chains are 
included in the network. To find a network 
pharmacy call 1-866-599-5426 or visit tmesys.com.



Optum ha sido elegido para administrar los beneficios farmacéuticos de su programa de compensación por accidentes laborales 
para su empleador o asegurador. Más adelante incluimos su tarjeta First Fill que le permitirá recibir las recetas médicas 
relacionadas con su lesión en su farmacia local. Llene esta tarjeta siguiendo las instrucciones que se indican a continuación.

Empleador:
Inmediatamente después de recibir un aviso 
sobre una lesión, llene la información que 
aparece a continuación y entregue este 
formulario al empleado.

Persona lesionada:
Si necesita que se le abastezca su receta médica 
para una lesión o enfermedad relacionada con 
su trabajo, visite una farmacia de la red Optum 
Tmesys®. Entregue esta tarjeta temporal al 
farmacéutico. El farmacéutico abastecerá su receta 
médica sin costo alguno.

Si se acepta su reclamación del programa de 
compensación por accidentes laborales, recibirá 
una tarjeta permanente por correo. Use esa 
tarjeta para otras recetas médicas de lesiones o 
enfermedades relacionadas con su trabajo.

NOTA:  Esta tarjeta First Fill solo es válida para una lesión o enfermedad cubierta por su programa de 
compensación por accidentes laborales.

HACEMOS MÁS SENCILLO QUE SE LE ABASTEZCA LAS RECETAS DE SU PROGRAMA 
DE COMPENSACIÓN POR ACCIDENTES LABORALES

1-866-599-5426

¿Tiene alguna pregunta? 
¿Necesita ayuda?

WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Aviso para el titular de la tarjeta: Presente esta tarjeta a la farmacia para recibir los 
medicamentos para la lesión relacionada con su trabajo. Para ubicar una farmacia, 
visite tmesys.com.

PORTADORA EMPLEADOR

NOMBRE DEL PERSONA LESIONADA

NUMERO DE SEGURO SOCIAL FECHA DE LA LESION (AAMMDD)
Please provide directly to Pharmacist

Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is 

the date of injury and SSN combined as follows: YYMMDD123456789.

Tmesys is the designated PBM for this patient.

Tmesys Pharmacy Help Desk 
1-800-964-2531

NDC Envoy

RxBIN 004261

EMPLFF

or 002538

IMP14-2013-84

orRxPCN

GROUP

CAL Envoy Acct. #

The following entities comprise the Optum Workers’ Compensation and Auto No Fault division: PMSI, LLC, dba Optum Workers’ Compensation 
Services of Florida; Progressive Medical, LLC, dba Optum Workers’ Compensation Services of Ohio; Cypress Care, Inc. dba Optum Workers’ 
Compensation Services of Georgia; Healthcare Solutions, Inc., dba Optum Healthcare Solutions of Georgia; Settlement Solutions, LLC, 
dba Optum Settlement Solutions; Procura Management, Inc., dba Optum Managed Care Services; Modern Medical, dba Optum Workers’ 
Compensation Medical Services, collectively  and individually  referred as “Optum.”  

Cómo encontrar una farmacia de la red
La mayoría de farmacias y todas las grandes 
cadenas de farmacias forman parte de la red. 
Para ubicar una farmacia de la red, llame al 
1-866-599-5426 o visite tmesys.com.

PO Box 152539
Tampa, FL 33684-2539



 

 
 
 

EMPLOYERS
®
 WAGE REPORT 

It is necessary for us to determine the average weekly earnings of your employee named below who was injured in an accident while in 
your employment even though there may have been no loss of time from work.  Please complete and return the wage report below, which is 
required by the workers' compensation law. 
 
Please fill in all wages paid to the employee during the 26 weeks before the accident, showing the number of days on  which any work was 
done during each week, including part-time days.  If  the injured worker was not paid on a weekly or regular basis, expain fully by 
responding to the questions below.  

 

Employee:        

 

Claim number:        

 

Injury Date:        

 

Wage Rate:         

Disability Date:        Date Employed:        

 

Week 

No. Week From: Week To: Days Worked Total Hours Gross pay including overtime 

1. 
     

2. 
     

3. 
     

4. 
     

5. 
     

6. 
     

7. 
     

8. 
     

9. 
     

10. 
     

11. 
     

12. 
     

13. 
     

14. 
     

15. 
     

16. 
     

17. 
     

18. 
     

19. 
     

20. 
     

21. 
     

22. 
     

23. 
     

24. 
     

25. 
     

26. 
     

 

Totals    



 

America’s small business insurance specialist
® 

 
EMPLOYERS® and America's small business insurance specialist® are registered trademarks of Employers Insurance Company of Nevada. Insurance is offered 
through Employers Compensation Insurance Company, Employers Insurance Company of Nevada, Employers Preferred Insurance Company, and Employers 
Assurance Company. EIG Services, Inc. (in California, dba EIG Insurance Services) is an affiliated agency and adjuster. Not all insurers do business in all jurisdictions. 
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What number of hours was a normal full work day? 

 

 

What number of days was a normal full work week?  

 
 
Did the employee receive any premium, bonus, board or lodging from you in addition to the wages listed above?  

 

 

 
 

If so, please explain, stating amounts of value thereof  
 

 
 

 
 
Did the employee do the same type of work during all of the time while employed by you during the year before the accident?  

 

 

 
 

If not, please explain fully:  

 

 
 

 

 

 

 

Completed by:  

 

 
Return to EMPLOYERS via email to claimsmail@employers.com or via fax to 866.461.2934. 

mailto:claimsmail@employers.com
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