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Employee’s Report of Injury

Employee Name: ________________________________________________ M / F
Last

    First


MI

Address: _______________________________________________

Date of Injury:  ______/______/____ Time: ___________ AM/PM Not known
Building: _____________________ Location: _____________________________








Parking Lot, cafeteria, classroom, etc

Witness (es):  _________________________________________

Time Employee began work: ___________ AM/PM

Description: Explain what the employee was doing, how the accident occurred, what equipment was involved, body parts affected, etc.

	

	

	

	

	

	


Medical Facility:  Quick Care
 other ___________________________

Physician: _________________________

Did employee return to work? Yes No

Was employee treated in an Emergency Room? Yes No

Was employee hospitalized overnight as an in-patient? Yes No

Supervisor: _____________________________     Date: ______/______/_____

Signature

Business office: 
	Date Recv’d

Case No.

Claim No.
	SSN

Dob

Doh



Equivalent to MiOsha Form 301

