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Basic Accident Report

Date of Report: Report Completed By:

Last Name of Injured First Name: Job Title:

Person:

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 Basico de Accidentes

Fecha Del Informe: Informe Completado Por:

Apellido De La Persona Primer Nombre: Puesto De Trabajo:
Lesionada:

Fecha Del Accidente: Hora Del Accidente: Lugar Del Accidente:
Nombre Del Supervisor Y Cargo: Nombre De Los Testigos:

Descripcién Completa De Las Lesiones:

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

Causas basicas y causas contributivas. Explique el tipo de situacion ya sea si
fue una situacion insegura, condicion insegura, factor personal, otros:

Medidas Correctivas Recomendadas: Acciones Tomadas Por:

Nombres De Los Participantes Del Equipo De Inspeccion:

Revision Por Parte De La Gerencia: Fecha Limite 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 Comparfiia de Seguros de Compensacién del Empleador, la Compaiiia de Seguros del Empleador de Nevada, la Compaiiia de Seguros
Preferida del Empleador y la Compafiia 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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One good reason

to think twice

about workers’
compensation fraud

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

Workers’ compensation fraud costs $7.2
billion annually.

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.

EEMPLIOYERS

America’s small business insurance specialist®

Copyright © 2015 EMPLOYERS. Al 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
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Una buena razon para

pensarlo dos veces antes de
cometer fraude en una demanaa
de indemnizacion laboral

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

Fraude en demandas de indemnizacion
laboral cuesta $7.2 mil millones al ano.!

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

Si sospecha que existe fraude en una demanda de indemnizacion laboral, péngase
en contacto con el Departamento de Investigacion de Fraude de EMPLOYERS.
Llame a la linea directa de fraude al 1-800-750-3939 o escriba al correo electronico
fraudfighters@employers.com.

EEMPLIOYERS

America’s small business insurance specialist®

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
CM_0077IF_US
REV 09/2015



WORKERS’ COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS

EMPLOYER (NAME AND ADDRESS INCL. ZIP)

CARRIER/ADMINISTRATOR CLAIM NUMBER OSHA LOG CASE #

REPORT PURPOSE CODE

JURISDICTION

JURISDICTION CLAIM NUMBER

INSURED REPORT NUMBER

EMPLOYER'’S LOCATION ADDRESS (IF DIFFERENT)

INDUSTRY CODE EMPLOYER FEIN

LOCATION #

PHONE #

CARRIER/CLAIMS ADMINISTRATOR

CARRIER (NAME, ADDRESS AND PHONE NO.)

POLICY PERIOD

TO

CHECK IF APPROPRIATE
D SELF INSURANCE

CLAIMS ADMINISTRATOR (NAME, ADDRESS & PHONE NO)

CARRIER FEIN POLICY/SELF-INSURED NUMBER ADMINISTRATOR FEIN
EMPLOYEE/WAGE
NAME (LAST, FIRST, MIDDLE) DATE OF BIRTH SOCIAL SECURITY NUMBER DATE HIRED STATE OF HIRE
ADDRESS (INCL. ZIP) SEX MARITAL STASIS OCCUPATION TITLE
EMPLOYMENT STATUS
PHONE # OF DEPENDENTS NCCI CLASS CODE
RATE [ oar 1 month DAYS WORKED/WEEK FULL PAY FOR DAY OF INJURY? 0O 0O
YES NO
$rer: [T weex 1 other DID SALARY CONTINUE?
OCCURRENCE/TREATMENT
TIME EMPLOYEE [ am DATE OF INJURY/ILLNESS | TIME OF OCCURRENCE [ am LAST WORK DATE DATE EMPLOYER NOTIFIED DATE DISABILITY BEGAN
BEGAN WORK )
D PM D Cannot be determined D PM

CONTACT NAME/PHONE

TYPE OF INJURY/ILLNESS

PART OF BODY AFFECTED

DID INJURY/ILLNESS EXPOSURE OCCUR ON EMPLOYER'S PREMISES?

TYPE OF INJURY/ILLNESS CODE

PART OF BODY AFFECTED CODE

DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED

EXPOSURE OCCURRED

ALL EQUIPMENT MATERIALS OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR ILLNESS EXPOSURE

OCCURRED

OCCURRED

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURE THE EMPLOYEE OR MADE THE

EMPLOYEE ILL.

CAUSE OF INJURY CODE

DATE RETURNED TO WORK

IF FATAL, GIVE DATE OF DEATH

WHERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED?
WERE THEY USED?

Cves Ono
dves [no

PHYSICIAN/HEALTH CARE PROVIDER (NAME & ADDRESS)

HOSPITAL (NAME & ADDRESS)

INITIAL TREATMENT

NO MEDICAL TREATMENT
MINOR: BY EMPLOYER
MINOR CLINIC/HOSP
EMERGENCY CARD
HOSPITALIZED > 24 HRS.

FUTURE MAJOR MEDICAL/
LOST TIME ANTICIPATED

ENIERENE P RS

OTHER

WITNESSES (NAME & PHONE)

DATE ADMINISTRATOR NOTIFIED DATE PREPARED

PREPARER'S NAME AND TITLE

PHONE NUMBER

FORM 1A-1 (r 1-1-02)

SEE BACK FOR IMPORTANT INFORMATION

IAIABC 2002




EMPLOYER’S INSTRUCTIONS
DO NOT ENTER DATA IN SHADED FIELDS

DATES: Enter all dates in MM/DD/YY format.

INDUSTRY CODE: This is the code which represents the nature of the employers business which is contained in the Standard
Industrial Classification Manual published by the Federal Office of Management and Budget.

CARRIER: The licensed business entity issuing a contract of insurance and assuming financial responsibility on behalf of the
employer of the claimant.

CLAIMS ADMINISTRATOR: Enter the name of the carrier, third party administrator, state fund, or self-insured responsible for
administering the claim.

AGENT NAME & CODE NUMBER: Enter the nhame of your insurance agent and his/her code number if known. This
information can be found on your insurance policy.

OCCUPATION/JOB TITLE: This is the primary occupation of the claimant at the time of the accident or exposure.

EMPLOYMENT STATUS: Indicate the employee’s work status. The valid choices are:

Full-Time On Strike Unknown Volunteer
Part-Time Disabled Apprenticeship Full-Time Seasonal
Not Employed Retired Apprenticeship Part-Time Piece Worker

DATE DISABILITY BEGAN: The first day on which the claimant originally lost time from work due to the occupation injury or
disease or as otherwise deigned by statute.

CONTACT NAME/PHONE NUMBER: Enter the name of the individual at the employers premises to be contacted for
additional information.

TYPE OF INJURY/ILLNESS: Briefly describe the nature of the injury or iliness, (eg. Lacerations to the forearm).
PART OF BODY AFFECTED: Indicate the part of body affected by the injury/iliness, (eg. Right forearm, lower back).

DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED: (eg. Maintenance Department
or Client’s office at 452 Monroe St., Washington, DC 26210)

If the accident or iliness exposure did not occur on the employer’s premises, enter address or location. Be specific.

ALL EQUIPMENT, MATERIAL OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR ILLNESS EXPOSURE
OCCURRED: (eg. Acetylene cutting torch, metal plate)

List all of the equipment, materials, and/or chemicals the employee was using, applying, handling or operating when the injury
or iliness occurred. Be specific, for example: decorators scaffolding, electric sander, paintbrush, and paint.

Enter “NA” for not applicable if no equipment, materials, or chemicals were being used. NOTE, The items listed do not have to
be directly involved in the employee’s injury or illness.

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR ILLNESS EXPOSURE
OCCURRED: (eg. Cutting metal plate for flooring)

Describe the specific activity the employee was engaged in when the accident or illness exposure occurred, such as sanding
ceiling woodwork in preparation for painting.

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE OCCURRED:
Describe the work process the employee was engaged in when the accident or illness exposure occurred, such as building
maintenance. Enter “NA” for not applicable if employee was not engaged in a work process (eg. walking along a hallway).

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS
AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURED THE EMPLOYEE OR MADE THE
EMPLOYEE ILL: (eg. Worker stepped back to inspect work and slipped on some scrap metal. As worker fell, worker brushed
against the hot metal.)

Describe how the injury or illness/abnormal health condition occurred. Include the sequence of events and name any objects
or substances that directly injured the employee or made the employee ill. For example: Worker stepped to the edge of the
scaffolding to inspect work, lost balance and fell six feet to the floor. The worker’s right wrist was broken in the fall.

DATE RETURN(ED) TO WORK: Enter the date following the most recent disability period on which the employee returned to work.
FORM 1A-1 (r 1-1-02) IAIABC 2002
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g OPTUM® EMPLOYERYS"

PO Box 152539
Tampa, FL 33684-2539

America’s smalf business insurance specialist®

MAKING IT EASY TO GET WORKERS' COMPENSATION PRESCRIPTIONS FILLED

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.

Injured person: &1 Finding a network pharmacy

— If you need a prescription filled for a work- II Most pharmacies and all major chains are

E related injury or illness, go to an Optum Tmesys® included in the network. To find a network
network pharmacy. Give this temporary card to the pharmacy call 1-866-599-5426 or visit tmesys.com.

pharmacist. The pharmacy will fill the prescription at
no cost to you.

o " Questions? Need Help?
% If your workers’ compensation claim is accepted, you

will receive a permanent pharmacy card in the mail. ' 1_866_599_5426

Please use that card for other work-related injury or
illness prescriptions.

ﬂﬂlﬁp\_ Employer:
f Immediately upon receiving notice of injury, fill

in the information below and give this form to
the employee.

[
VaN EMPLOYERS® h (" Attention Pharmacists: Enter RxBIN, RxPCN and GROUP. Member ID # format is
g TR the date of injury and SSN combined as follows: YYMMDD123456789.
‘ OPTUM America’s small business insurance specialist® ¢ aateo Injury an combined as toflows
Tmesys is the designated PBM for this patient.
WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM
Tmesys Pharmacy Help Desk
Employers
ploy 1-800-964-2531
CARRIER/TPA EMPLOYER
NDC Envoy
INJURED PERSON NAME RxBIN 004261 or 002538
Please provide directly to Pharmacist RxPCN CAL or Envoy Acct. #
SOCIAL SECURITY NUMBER DATE OF INJURY (YYMMDD) GROUP EMPLFF
Notice to Cardholder: Present this card to the pharmacy to receive medication for
your work-related injury. To locate a pharmacy: tmesys.com.
L J
NOTE: This First Fill card is only valid for your workers’ compensation injury or illness.
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.” IMP14-2013-84
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America’s smalf business insurance specialist®

PO Box 152539
Tampa, FL 33684-2539

HACEMOS MAS SENCILLO QUE SE LE ABASTEZCA LAS RECETAS DE SU PROGRAMA
DE COMPENSACION POR ACCIDENTES LABORALES

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

Persona lesionada: (%] Como encontrar una farmacia de la red
=1 Si necesita que se le abastezca su receta médica II La mayoria de farmacias y todas las grandes
E para una lesidon o enfermedad relacionada con cadenas de farmacias forman parte de la red.

su trabajo, visite una farmacia de la red Optum Para ubicar una farmacia de la red, llame al

Tmesys®. Entregue esta tarjeta temporal al 1-866-599-5426 o visite tmesys.com.

farmacéutico. El farmacéutico abastecera su receta

médica sin costo alguno. E i_Tiene a|guna pregunta?

> ¢Necesita ayuda?

— + Sise acepta su reclamacion del programa de
compensacion por accidentes laborales, recibira

una tarjeta permanente por correo. Use esa 1 866 599 5426
tarjeta para otras recetas médicas de lesiones o

enfermedades relacionadas con su trabajo.

w Empleador:
| Inmediatamente después de recibir un aviso

sobre una lesién, llene la informacién que
aparece a continuacién y entregue este
formulario al empleado.

4 )

at o 5"
O EMPLOYERS
‘ o PT U M America’s small business insurance specialist®

Tmesys is the designated PBM for this patient.
WORKERS’ COMPENSATION PRESCRIPTION DRUG PROGRAM

Tmesys Pharmacy Help Desk

Attention Pharmacists: Enter RxBIN, RXPCN and GROUP. Member ID # format is
the date of injury and SSN combined as follows: YYMMDD123456789.

Employers
oy 1-800-964-2531
PORTADORA EMPLEADOR
NDC Envoy
NOMBRE DEL PERSONA LESIONADA RxBIN 004261 or 002538
Please provide directly to Pharmacist RxPCN CAL or  Envoy Acct. #
NUMERO DE SEGURO SOCIAL FECHA DE LA LESION (AAMMDD) GROUP EMPLFF

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

- J

NOTA: Esta tarjeta First Fill solo es valida para una lesion o enfermedad cubierta por su programa de
compensacion por accidentes laborales.

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.” IMP14-2013-84
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