TEETER GROUP

Personal & Commercial Insurance

WORKERS' COMPENSATION CLAIM REPORT FORM

EMPLOYER INFORMATION

EMPLOYER NAME FEDERAL TAX ID D/B/A NAME
Richland Township
IADDRESS ADDRESS
322 Schoolhouse Road
cITY STATE ZIP cITY STATE ZIP
Johnstown PA 15904  SIC/NAICS CODE
COUNTY Cambria LOCATION CODE
EMPLOYEE INFORMATION
FIRST NAME MIDDLE NAME LAST NAME EMPLOYEE SOCIAL SECURITY # |Employee HOME PHONE NO.  [Employee CELL PHONE NO.
AADDRESS DATE OF BIRTH MALE MARITAL STATUS % DEPENDENTS
cITy STATE ZIP [remaLe
OFFICER / PARTNER DATE OF HIRE STATE OF HIRE  |EMPLOYEE'S PAY RATE
PER HOUR
COUNTY [ Ives [Ino ( )
REGULAR DEPARTMENT OR DIVISION OCCUPATION OR JOB TITLE EMPLOYMENT STATUS
FTIPT)
ISUPERVISORS NAME IS THIS A QUESTIONABLE CASE IA\VERAGE DAYS WORKED PER WEEK
ves[] no [] IAVERAGE HOURS WORKED PER DAY
IACCIDENT INFORMATION
PLACE OF ACCIDENT OR OCCURRENCE DATE OF INJURY / ILLNESS _|DID EMPLOYEE LOSE ONE OR MORE DAYS OF WORK?
[ Jves
cITY STATE ZIP LAST DATE WORKED
TIME OF OCCURRENCE FIRST DATE OF DISABILITY
COUNTY OF INJURY FILING STATE AMDPMD FULL PAY FOR DAY OF INURY?[_JvEs [_Ino [Ina
IME WORKDAY BEGAN DID SALARY CONTINUE? [Jves [Ino [Cna
NO
EMPLOYER'S PREMISES? |  [YES NO UNKNOWN av[_Jpn[]
[res Do [ [ Junknown
DATE EMPLOYER NOTIFIED DIDEMPLOYEE [ |YES DATE
NAME OF PERSON NOTIFIED il [ Jno
CONTACT PERSON NAME |:| UNKNOWN
CONTACT PERSON PHONE
DESCRIPTION OF ACCIDENT
INATURE OF INJURY OR ILLNESS IN DETAIL (Include exact part of body affected, e.g., strain to lower back, fractured left arm, lead poisoning.)
CAUSE OF INJURY INCLUDING EMPLOYEE'S WORK ACTIVITY AT TIME OF INJURY (e.g., loading truck, typing, assembling product)
EATALITY? [Jves [Ino WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED? WERE THEY USED?
DATE OF DEATH [dves [Ino []wa [ves [Ino [ nm

MEDICAL INFORMATION

SELECT [ ] NOMEDICAL TREATMENT ~ FACILITY NAME

%EE\TOJENT [] FRST-AIDIN-HOUSE .
] 0CCHEALTH CTRPANELDR ADDRESS
] EMERGENCY ROOM o
[ HosPITALIZED
cITY STATE ZIP
[] unknown
WITNESSES
(NAME & PHONE NO)
DATE [REPORTED BY L
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	EE Name: 
	EE Address: 
	EE City: 
	EE State: 
	EE Zip: 
	EE County: 
	EE Number: 
	EE SS Number: 
	EE Phone Number: 
	EE DOB: 
	EE Male: Off
	EE Female: Off
	EE Marital Status: 
	EE Number of Dependents: 
	EE Officer Yes: Off
	EE Officer No: Off
	EE Date of Hire: 
	EE State of Hire: 
	Minor's Work Cert: 
	EE Dept: 
	EE Job Title: 
	EE Employment Status: 
	EE Supv Name: 
	Questionable Yes: Off
	Questionable No: Off
	EE Avg Days Worked per Week: 
	EE Avg Hours Worked per Day: 
	Place of Ax: 
	City Ax Happened: 
	State Ax Happened: 
	Zip Ax Happened: 
	County of Ax: 
	Filing State: 
	Employers Premises Yes: Off
	Premises No: Off
	Premises Unk: Off
	DOA: 
	Time of Ax: 
	Time of Ax AM: Off
	Time of Ax PM: Off
	Time Workday Began: 
	Time Workday Began PM: Off
	Time Wokrday Began AM: Off
	EE Lost Time from Work Yes: Off
	Last Day Worked: 
	First Date of Disb: 
	Full Pay DOA Yes: Off
	Full Day Pay DOA No: Off
	Full Pay DOA N/A: Off
	Salary Continue Yes: Off
	Salary Continue No: Off
	Salary Continue N/A: Off
	EE Lose Time No: Off
	EE Lose Time N/A: Off
	EE RTW Yes: Off
	RTW Date: 
	RTW No: Off
	RTW Unk: Off
	Date Employer Notified: 
	Name of Person Notified: 
	Contact Person Name: 
	Contact Person Phone: 
	Description of Accident: 
	Nature of Injury: 
	Cause of Injury: 
	Fatality yes: Off
	Date of Death: 
	Fatality No: Off
	Safeguards provided Yes: Off
	Safeguards provided No: Off
	Safeguards Provided N/A: Off
	Safeguards Used Yes: Off
	Safeguards Used No: Off
	Safeguards Used N/A: Off
	No Med Tx: Off
	First Aid In House: Off
	Occ Health Panel: Off
	ER: Off
	Hospitalized: Off
	Tx Unk: Off
	Facility Name: 
	Facility Phone: 
	Facility Address: 
	Facility Address 2: 
	Facility City: 
	Facility State: 
	Facility Zip: 
	Physicians Name: 
	Witness 1: 
	Witness 2: 
	Date Completed: 
	Reported By: 
	Person Completed Phone: 
	Employers Name: Richland Township
	Tax ID: 
	Employer Street Address: 322 Schoolhouse Road
	Employer City: Johnstown
	Employer State: PA
	Employer Zip: 15904
	Employer County: Cambria
	Employer SIC Code: 
	DBA Name: 
	DBA Address: 
	DBA City: 
	DBA State: 
	DBA Zip: 
	Location Code: 


