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O More than 7 days of disability
O injury resulted in death
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2. {Preprint or Stamp—

Insured Employee - White

Check whether this is a change of status from original notice sent to
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INSTRUCTIONS TO EMPLOYER

1. Report of occupational injury (or disease), regardless of disability or medical expense, must be submitted to your
insurance carrier immediately.

2. Report of occupational injury (or disease) must be filed with the Office os Workers’ Compensation {\_dministration
no later than 10 days after the date of injury for all injuries resulting in more than 7 days of disability and for all
injuries resulting in death.

3. Before sending copy of report to Office, be sure to check applicable block{s) on reverse side. { Under Purpose
of this Report)

WAGE INFORMATION
In the event of permanent disability, death, or disability beyond the 7 day waiting period, wages must be provided below:
Fixed Wage: $ Houty $ Monthly $ Annual $ Other
if the amount entered is “Hourly” or “Other” fill out the appropriate section below:

Hourty:

If “Hourly” and empiloyee worked 40 hours per week or more, show the hours worked in the four fuli
weeks preceding the date of accident. Hours

If “Hourly” and employee worked less than 40 hours per week, show the average total eamings per
week for the four full weeks preceding the date of accident.

If “Hourly” and employee is part-time, show the average hours worked in four full weeks preceding
the date of accident. Hours

Other:

If “Other” and employee worked for a 26 week period or more, show the gross eamings in the 26 week $
period immediately preceding the accident and the number of days the employee worked for the employer
during that same 26 week period. Days

if “Other” and employee worked less than 26 weeks, show the gross eamings in the period immediately $
preceding the accident and the number of days the employee worked for the employer during that pesiod. .. .- .. ... . ..

Days

DISTRIBUTION OF THIS FORM

1. Insured Employee

2. Insurance Carier

3. Office of Workers’ Compensation
4. Attending Physician

5. Employer’s File Copy
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