
 
 
 

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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1. Social Security Number 2. Date of injury 3. Employee name (Last, First, MI) 

EMPLOYER'S BASIC REPORT OF INJURY 
 Michigan Department of Labor and Economic Opportunity 

Workers’ Disability Compensation Agency 
PO Box 30016, Lansing, MI 48909 

An employer shall report immediately to the agency on Form WC-100 all injuries, including diseases, which arise out of and in the course of the employment, or on which a claim is 
made 
employer shall also immediately file an additional report on WC-106. See instructions on reverse side for filing/mailing procedures. 

and result in any of the following: (a) Disability extending beyond seven (7) consecutive days, not including the date of injury; (b) Death; (c) Specific losses. In case of death, an 

I. EMPLOYEE DATA 

   

4. Address (Number & Street) 5. City 6. State 7. ZIP Code 

    

8. Date of birth (MM/DD/YYYY) 

 
  

  
10. Number of dependents  11. Telephone number  

12. Tax filing status:        A. Single           B. Single, Head of Household           C. Married, Filing Joint           D. Married, Filing Separate 

II. EMPLOYER/CARRIER DATA 
14. Federal ID Number 13. Employer name 

  

18. Type of business (SIC/NAICS) 17. UI number 16. Mailing location code 15. Injury location code 

    

22. ZIP code 21. State 20. City 19. Employer street address 

    

 24. Insurance company telephone number (if known) 
 

23. Insurance company name (if employer not self-insured)  

III. INJURY/MEDICAL DATA 
26. Date employee returned to work (if applicable) 

 
25. Last day worked 

 
28. If yes, date of death  27. Did employee die? 

                   Yes               No                                        
29. Injury city 

 
31. Injury county 

35. Time of event 

  

33. Case number from OSHA/MIOSHA log  

                        
34. Time employee began work 

            a.m.      p.m. a.m.  p.m. 
If time cannot be determined, 
check here     

36. What was the employee doing just before the incident occurred?  Describe the activity, as well as the tools, equipment, or material the employee was using.  Be specific. 
 

37. How did the injury occur? Examples: “When ladder slipped on wet floor, worker fell 20 feet;” “Worker was sprayed with chlorine when gasket broke during replacement”                        

39. Part of body directly affected by the injury or illness  38. Describe the nature of injury or illness  

40. What object or substance directly harmed the employee?  Examples: concrete floor, chlorine, radial arm saw.  If this question does not apply to the incident, leave it blank. 
 

41. Name of physician or other health care professional  42. Was employee treated in an emergency room?    

 Yes       No 

43. Was employee hospitalized overnight as an in-patient?   

 Yes       No 

44. If treatment was given away from the worksite, where was it given? (Include name, address, city, state and ZIP code of facility)  

IV. OCCUPATION AND WAGE DATA 
47. Number of weeks used 46. Total gross weekly wage (highest 39 of 52) 45. Date hired 

   
48. Value of discontinued fringes  

49. Occupation (Be specific)  51. Was employee certified as vocationally handicapped?                                                                        50. Was employee a volunteer worker? 

           Yes             No                                                   Yes              No  
53. If temporary service agency, provide name/address of employer where injury occurred.  52. Date employer notified by employee  

V. PREPARER DATA         I CERTIFY THAT A COPY OF THIS REPORT HAS BEEN GIVEN TO THE EMPLOYEE 

Making a false or fraudulent statement for the purpose of obtaining or denying benefits can result in criminal or civil prosecution, or both, and denial of benefits. 
56. Telephone number 55. Preparer's signature 54. Preparer's name (Please print or type) 

  

57. Date prepared 

  
 Notice to employee: Questions or errors should be reported immediately to the individual listed above in space 54  
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 Male       Female  

9. Sex          
  

32. Did injury occur on employer's premises? 

Yes               No 
30. Injury state 
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If you are using this form as a replacement for the Form 301 to document the specifics of an injury or ill ness for 
purposes of compliance with the work-related injury and illness logging requirements, follow the instruct ions in 
Section A only. 
 
If you are using this form to report a workers’ compensation injury, follow the instructions in Section A and B. 
 
 

Section A 
 

 

This form can be used in  lieu of the MIOSHA Form 301,  Injury and Illness Incident Report. It is one of the first  
forms you must fill out when a recordable work-related injury or illness has occurred. Together with the Log of 
Work-Related Injuries and Illnesses (Form 300) and the accompanying Summary (Form 300A), these forms help 
the employer and MIOSHA develop a picture of the extent and severity of work-related incidents. 
 
Within 7 calendar days after you receive information that a recordable work-related injury or illness has occurred, 
you must fill out questions 2-9, 27-28, 33-45 and 54-57. 
 
According to Public Law of 1970 (P.L. 91-596) and Michigan Occupational Safety and Health Act 154, P.A. 1974, 
Part 11, Michigan Administrative Rule for Recording and Reporting of Injuries and Illnesses, you must keep this 
form on file for 5 years following the year to which it pertains.  DO NOT mail this form to the Workers’ 
Disability Compensation Agency unless it meets the conditions listed below in Section 
B. 
 
 

 
 
 

Section B 
 

Authority:     Workers' Disability Compensation Act, 408.31(1)(3) 
Completion:  Mandatory 
Penalty:   Workers' Disability Compensation Act, 418.631 

You must complete all questions on this form if the injury or disease results in any of the following:  (a) Disability  
extending beyond seven (7) consecutive days, not including the date of injury; (b) Death; (c) Specific loss.  The  
original form must be mailed to the Workers’ Disability Compensation Agency, P.O. Box 30016, Lansing, MI  
48909. 
 
 
 
 
 
 
 
 
 
 

LEO is an equal opportunity employer/program.  Auxiliary aids,  
services and other reasonable accommodations are available upon 
request to individuals with disabilities. 
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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



 
PO Box 71088,   Charlotte, NC  28272-1088 

 
 

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 worker’  compensation law.  You may provide a computer print out instead of 

this form. 
Please fill in all wages paid to the employee during the 12 months 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 basis expain 

fully, and give the earnings during the 52 weeks preceding the accident. 

Week 

No. 

 

Period End Date 

 

Total Hours 

Number of  days 

worked 

 

Gross Pay 

 

Overtime Paid 

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. 
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Week 

No. 

 

Period End Date 

 

Total Hours 

Number of  days 

worked 

 

Gross Pay 

 

Overtime Paid 

27. 
     

28. 
     

29. 
     

30. 
     

31. 
     

32. 
     

33. 
     

34. 
     

35. 
     

36. 
     

37. 
     

38. 
     

39. 
     

40. 
     

41. 
     

42. 
     

43. 
     

44. 
     

45. 
     

46. 
     

47. 
     

48. 
     

49. 
     

50. 
     

51. 
     

52. 
     

      

 Totals     

 



 
PO Box 71088,   Charlotte, NC  28272-1088 

 
 
Claim number:  
Employee Name:  
 
 
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 yes, please explain amounts and basis.  (ie merit based, profit sharing, etc)  
  
 

Is the employee married?     
   
How many dependents under 18 does the employee have?   

 
  What is the employee’s tax filing status?  ____________ 
 
 
Signed:               
 
Date:                
 
 



 
 

 

Employees -- Know Your Rights! 

 

 

 

 Wage Loss Benefits 
You are entitled to weekly workers’ compensation benefits if you suffer a wage loss for more than seven consecutive 
days. These benefits may be claimed as long as a disability and wage loss continue. Generally, the benefit rate is 
80% of your after-tax average weekly wage, subject to a maximum rate.  

 
 

 Vocational Rehabilitation 
If you are unable to perform the work that you have done previously, you are entitled to vocational rehabilitation. The 
number one goal is your return to work with your employer. If you cannot do this or require assistance in finding a 
new job, vocational rehabilitation services can help. 
 

To be completed by the employer 
   

 
  Remember - It is important to report your injury to your employer. 

 

  Medical Care 
You are entitled to reasonable and necessary medical care for work-related injuries or diseases. Employers or their 
insurance carriers are required by law to provide these services. During the first 28 days of treatment, your employer 
has the right to choose the physician. After 28 days you are free to change physicians, but you must notify your 
employer of the change. If you receive treatment from a physician of your choice, you shall obtain and promptly 
furnish a report to your employer.  

If your employer refuses to provide medical care, you should contact Michigan’s Workers’ Disability Compensation  
Agency at its toll-free telephone number:  1-888-396-5041. 

You should not receive a bill from a health care provider for treatment of a covered work-related injury or illness. If 
you do receive such a bill, you should contact your employer or the employer’s insurance carrier.  

State of Michigan 
Workers' Disability Compensation Agency 

 Employer Name  

   

 Employer Contact Person and Telephone Number  

   

 Workers’ Compensation Insurance Carrier Name  

 
 

If you have questions, please call the  
State of Michigan Workers’ Disability Compensation Agency  
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Toll-free 1-888-396-5041 
 

 
EMPLOYER: PLEASE POST THIS NOTICE FOR YOUR EMPLOYEES TO SEE! 

Additional information is on the agency’s website at http://michigan.gov/wdca.  



 
EMPLOYEES  
 Report all injuries to your supervisor immediately! 
 Most workers are covered under workers’ compensation from 

the start of employment. 
 Benefits include reasonable & necessary medical care, wage 

loss benefits, and vocational rehabilitation services. 
 A compensable injury is one that has arisen “out of and in the 

course of employment.” In other words, work must cause the 
disability. 

 Workers’ compensation is the “exclusive remedy” for work 
injuries, meaning that in most cases you cannot sue for other 
damages. 

 There is a 7-day waiting period for wage loss benefit 
payments. If the disability lasts beyond one week, the worker 
is entitled to benefits as of the eighth day after the injury. If a 
disability continues for two weeks or longer, then the worker 
is entitled to be paid compensation for the first week of 
disability from the date of disablement.  Paid medical leave 
may apply during the 7-day waiting period.  

 There is no waiting period for medical benefits; coverage 
begins at the time of the injury. 

 In most cases, wage loss benefits are calculated by taking 
the average of the highest 39 weeks of the last 52 weeks of 
gross wages prior to injury. Generally, you should receive 
80% of the after-tax value of this average. 

 Your first check is due and payable on the 14th day of 
disability. However, a benefit check is not considered “late” 
until 30 days after the due date. 

 Weekly benefits continue so long as you are disabled, 
which could be for the rest of your life. However, benefits can 
be reduced by up to 50% after age 65 at 5% per year up to 
age 75, or upon receipt of social security retirement benefits.  

 If you are only partially disabled, you do have a duty to seek 
reasonably available work, taking into consideration those 
limitations (restrictions) from the work-related personal injury 
or disease. 

 

 

Michigan Workers’ Disability Compensation 

Rights & Responsibilities 
Each party involved in the workers’ compensation system has rights and responsibilities that help ensure the successful 

application of the law, and ultimately a safe return to work for the employee. 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 If you have more than one job covered under the Worker’s 
Disability Compensation Act, you get credit for all wages earned 
in those jobs. 

 Medical Benefits: You are entitled to all reasonable and 
necessary medical care including surgical, hospital, and dental 
services, as well as crutches, hearing apparatus, chiropractic 
treatment, and nursing care. These services are provided 
indefinitely as long as there is a need related to the injury. 

 Choosing A Doctor: During the first 28 days of treatment, the 
employer has the right to choose the doctor. After that, you are 
free to change doctors providing that you notify the employer 
and insurance company, preferably in writing. You do not need 
authorization from the insurance company or the employer to be 
medically treated, as long as the treatment is reasonable and 
necessary, and your claim is not in dispute. 

 Maintaining Contact: It is extremely important that you 
maintain regular contact with your employer throughout the 
treatment and recovery period so that they are aware of your 
progress. Provide your employer with updated work status 
reports and discuss early return to work options. 

 Vocational Rehabilitation: If you have a work-related injury or 
illness which prevents you from being able to perform work for 
which you have previous training or experience, you are 
entitled to vocational rehabilitation benefits. Vocational 
rehabilitation can include a variety of professional services 
designed to help injured workers re-enter the workforce. These 
services may include job placement assistance, retraining 
support, or guidance in starting your own business. Vocational 
rehabilitation services are paid for by the employer/insurance 
carrier, so in most cases you must have an open workers’ 
compensation claim to receive rehabilitation benefits.  

 You may also be eligible for Family Medical Leave Act (FMLA) 
benefits. If you have questions, you should contact the U.S. 
Department of Labor. 

 
EMPLOYERS  
 Stay in touch with your employees while they are off 

work! Look for appropriate light-duty work options and 
accommodations when possible.  

 All public and most private employers in Michigan are 
covered by workers’ compensation. Every employer subject 
to the Act must provide proof of insurance or be approved for 
self-insurance to ensure benefits can be paid to its workers 
should they become injured. 

 Eligible employees are covered under workers’ 
compensation from the date of employment. 

 There are severe penalties if an employer fails to provide 
workers’ compensation coverage. 

 

EMPLOYER REPORTING 
 All claims must be reported to your insurance carrier. 
 Form WC-100: must be filed with the Workers’ Disability 

Compensation Agency (WDCA) and your insurance carrier 
immediately upon the disability exceeding 7 consecutive days, 
death or specific loss. A copy of this form must also be given to 
the employee. 

 You must ensure that reasonable and necessary medical 
treatment is provided promptly. 

 You will need to provide a wage history report to the insurance 
carrier in order to calculate the correct benefit amount. 

 Minors: The Act provides that an illegally employed minor is 
entitled to double compensation if injured. 

 

INSURANCE COMPANIES 
 Prompt and regular payment of benefits is required by law. 
 Form WC-701: Must be filed with the WDCA when wage loss benefits begin, change or stop. 
 Form WC-110: Must be filed with the WDCA 3 months post-injury, and every 4 months after, to report on vocational rehabilitation 

activity. 
 Form WC-107: Must be filed with the WDCA if a claim is disputed. 
 Medical services rendered are subject to the State of Michigan Health Care Services Rules and Fee Schedule.   
 Injured workers are not to be “balance billed” for charges over and above the fee schedule. 
 Benefits are not to be stopped for non-cooperation with vocational rehabilitation; a hearing must be requested prior to stoppage. 

For more information contact: State of Michigan Workers’ Disability Compensation Agency 
Toll free: 1-888-396-5041, or visit our website at www.michigan.gov/wdca 
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