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����Tell us how the injury/illness occurred, what the employee was doing before the incident (give details), and what the injury/illness was.��Examples:  “Worker was driving 
lift truck with a pallet of boxes when the truck tipped, pinning worker’s left leg under drive shaft.”  “Worker developed soreness in left wrist over time from daily computer key entry.”

����What was the injury or illness (include the part(s) of body)?��Examples: 
chemical burn left hand, broken left leg, carpal tunnel syndrome in left wrist.�

����What tools, equipment, machines, objects, or substances were involved?�
Examples:  chlorine, hand sprayer, pallet lift truck, computer keyboard.�
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GENERAL INSTRUCTIONS TO THE EMPLOYER 
 

Employers, not employees,�DUH�UHVSRQVLEOH�IRU�FRPSOHWLQJ�WKLV�IRUP��7KH�LQIRUPDWLRQ�LV�QHHGHG�WR�GHWHUPLQH�OLDELOLW\�DQG�HQWLWOHPHQW�
WR�EHQHILWV��<RX�PXVW�ILOH�WKLV�IRUP�ZLWK�\RXU�LQVXUHU��DQG�JLYH�D�FRS\�WR�WKH�HPSOR\HH�DQG�WKH�HPSOR\HH¶V�ORFDO�XQLRQ�RIILFH��<RX�DUH�
UHTXLUHG�WR�SURYLGH�WKH�HPSOR\HH�ZLWK�D�FRS\�RI�WKH�(PSOR\HH�,QIRUPDWLRQ�6KHHW��ZKLFK�LV�DYDLODEOH�RQ�WKH�'HSDUWPHQW�RI�/DERU�DQG�
,QGXVWU\¶V�ZHE�VLWH�DW�ZZZ�GOL�PQ�JRY� �
�
Filing this form is not an admission of liability��<RX�PXVW� UHSRUW�D�FODLP� WR�\RXU� LQVXUHU�ZKHQHYHU�DQ\RQH�EHOLHYHV� WKDW�D�ZRUN�
UHODWHG� LQMXU\�RU� LOOQHVV� WKDW�UHTXLUHV�PHGLFDO�FDUH�RU�ZKHUH� ORVW� WLPH�IURP�ZRUN�KDV�RFFXUUHG�� ,I� WKH�FODLPHG� LQMXU\�ZKROO\�RU�SDUWLDOO\�
LQFDSDFLWDWHV�WKH�HPSOR\HH�IRU�PRUH�WKDQ�three�FDOHQGDU�GD\V��WKH�FODLP�PXVW�EH�PDGH�RQ�WKLV�IRUP�DQG�UHSRUWHG�WR�\RXU�LQVXUHU�ZLWKLQ�
ten GD\V��<RXU�LQVXUHU�PD\�UHTXLUH�\RX�WR�ILOH�LW�VRRQHU��)DLOXUH�WR�ILOH�ZLWKLQ�WKH�ten GD\V�PD\�UHVXOW�LQ�SHQDOWLHV��,W�LV�LPSRUWDQW�WR�ILOH�
WKLV�IRUP�TXLFNO\�WR�DOORZ�\RXU�LQVXUHU�WLPH�WR�LQYHVWLJDWH�WKH�FODLP� Your insurer will report the injury�WR�WKH�'HSDUWPHQW�RI�/DERU�DQG�
,QGXVWU\��'HSDUWPHQW���ZKHQ�QHFHVVDU\��6HOI�LQVXUHG�HPSOR\HUV�KDYH����GD\V�WR�UHSRUW�WKH�LQMXU\�WR�WKH�'HSDUWPHQW��ZKHQ�QHFHVVDU\��
�
,I�WKH�FODLP�LQYROYHV�GHDWK�RU�VHULRXV�LQMXU\��LQFOXGLQJ�LQMXULHV�WKDW�ODWHU�UHVXOW�LQ�GHDWK���\RX�PXVW�QRWLI\�WKH�'HSDUWPHQW�DQG�\RXU�LQVXUHU�
ZLWKLQ����KRXUV�RI�WKH�RFFXUUHQFH��7KH�FODLP�FDQ�EH�UHSRUWHG�LQLWLDOO\�WR�WKH�'HSDUWPHQW�E\�WHOHSKRQH�����������������ID[����������
�������RU�SHUVRQDO�QRWLFH��7KH� LQLWLDO�QRWLFH�PXVW�EH� IROORZHG�E\� WKH� ILOLQJ�RI� WKLV�IRUP�ZLWK� WKH�'HSDUWPHQW�ZLWKLQ�seven�GD\V�RI� WKH�
RFFXUUHQFH��
�

SEND THIS FORM TO YOUR INSURER IMMEDIATELY – DO NOT WAIT FOR THE DOCTOR’S REPORT 
�

SPECIFIC INSTRUCTIONS TO THE EMPLOYER ON COMPLETING THIS FORM 
�
�� ,WHP�����26+$�FDVH����)LOO�LQ�WKH�FDVH�QXPEHU�IURP�WKH�26+$�����ORJ��7KLV�IRUP�FRQWDLQV�DOO�LWHPV�UHTXLUHG�E\�WKH�26+$�IRUP������
�� ,WHPV�������� �)LOO� LQ�DOO� WKH�ZDJH� LQIRUPDWLRQ�� ,I� WKH�HPSOR\HH�GRHV�QRW�ZRUN�D�UHJXODUO\�VFKHGXOHG�ZRUN�ZHHN��DWWDFK�D����ZHHN�

ZDJH� VWDWHPHQW� VR� \RXU� LQVXUHU� FDQ� FDOFXODWH� WKH�DSSURSULDWH� DYHUDJH�ZHHNO\�ZDJH��$WWDFK�D� VHSDUDWH�VKHHW�JLYLQJ� WKH�ZHHNO\�
YDOXH�RI�DQ\�PHDOV��ORGJLQJ��RU��QG�LQFRPH�SDLG�WR�WKH�HPSOR\HH��

�� ,WHP������)LOO�LQ�WKH�DYHUDJH�QXPEHU�RI�GD\V�SHU�ZHHN�WKDW�WKH�HPSOR\HH�ZRUNV���$OVR�LQFOXGH�WKHLU�QRUPDO�ZRUN�VFKHGXOH��6XQGD\���
6DWXUGD\��E\�FKHFNLQJ�WKH�DSSURSULDWH�ER[HV��,I�WKH�HPSOR\HH¶V�ZRUN�VFKHGXOH�IOXFWXDWHV�IURP�ZHHN�WR�ZHHN��OHDYH�WKH�ER[HV�EODQN��

�� ,WHPV���������%H�DV�VSHFLILF�DV�SRVVLEOH�LQ�GHVFULELQJ��WKH�HYHQWV�FDXVLQJ�WKH�LQMXU\��WKH�QDWXUH�RI�WKH�LQMXU\��FXW��VSUDLQ��EXUQ��HWF����
DQG�WKH�SDUW�V��RI�ERG\�LQMXUHG��EDFN��DUP��HWF����DQG�WKH�WRROV��HTXLSPHQW��PDFKLQHV��REMHFWV�RU�VXEVWDQFHV�LQYROYHG��

�� ,WHP������)LOO�LQ�WKH�ILUVW�GD\�WKH�HPSOR\HH�ORVW�DQ\�WLPH�IURP�ZRUN��LQFOXGLQJ�WLPH�ORVW�IRU�PHGLFDO�WUHDWPHQW���HYHQ�LI�\RX�SDLG�WKH�
HPSOR\HH�IRU�WKH�ORVW�WLPH��

�� ,WHP������&KHFN�WKH�DSSURSULDWH�ER[�WR�LQGLFDWH�LI�WKHUH�ZDV�ORVW�WLPH�RQ�WKH�GDWH�RI�LQMXU\�DQG�ZKHWKHU�\RX�SDLG�IRU�WKDW�ORVW�WLPH��
�� ,WHP������)LOO�LQ�WKH�GDWH�\RX�ILUVW�EHFDPH�DZDUH�RI�WKH�LQMXU\�RU�LOOQHVV��
�� ,WHP������)LOO�LQ�WKH�GDWH�\RX�EHFDPH�DZDUH�WKDW�WKH�ORVW�WLPH�LQGLFDWHG�LQ�,WHP����ZDV�UHODWHG�WR�WKH�FODLPHG�LQMXU\��
�� ,WHP������/HDYH�WKH�ER[�EODQN�LI�WKH�HPSOR\HH�KDV�QRW�UHWXUQHG�WR�ZRUN�E\�WKH�WLPH�\RX�ILOH�WKLV�IRUP��,I�WKH�HPSOR\HH�KDV�UHWXUQHG�WR�

ZRUN��ILOO�LQ�WKH�GDWH�DQG�DQVZHU�WKH�TXHVWLRQV�LQ�,WHPV����DQG�����1RWLI\�\RXU�LQVXUHU�LI�WKH�HPSOR\HH�PLVVHV�WLPH�GXH�WR�WKLV�LQMXU\�
DIWHU�WKDW�GDWH��

�� ,WHP������&KHFN�DOO�WKH�ER[HV�WKDW�DSSO\�$7�WKH�WLPH�\RX�ILOH�WKLV�IRUP��
�� ,WHP� ���� � )LOO� LQ� \RXU� )HGHUDO� (PSOR\HU� ,GHQWLILFDWLRQ� 1XPEHU� �)(,1��� )RU� LQIRUPDWLRQ�� VHH� ZZZ�XVD�JRY�%XVLQHVV�%XVLQHVV�

*DWHZD\�VKWPO�DQG�FOLFN�RQ�³*HW�DQ�(PSOR\HU�,'�1XPEHU´��
�� ,WHPV����DQG������)LOO� LQ�\RXU�8QHPSOR\PHQW�,'�QXPEHU�DQG�1RUWK�$PHULFDQ�,QGXVWU\�&ODVVLILFDWLRQ�6\VWHP��1$,&6��FRGH��ZKLFK�

DUH�ERWK�DVVLJQHG�E\�WKH�0LQQHVRWD�8QHPSOR\PHQW�,QVXUDQFH�3URJUDP�����������������
�� ,WHPV���������<RXU�LQVXUHU�RU�FODLPV�DGPLQLVWUDWRU�ZLOO�FRPSOHWH�WKLV�LQIRUPDWLRQ�LI�\RX�GR�QRW�KDYH�LW�DYDLODEOH��
�

INSTRUCTIONS TO THE INSURER/CLAIMS ADMINISTRATOR 
 

7KH� IROORZLQJ�GDWD�HOHPHQWV�PXVW�EH�FRPSOHWHG�RQ� WKLV� IRUP�SULRU� WR� ILOLQJ�ZLWK� WKH�'HSDUWPHQW�RI�/DERU�DQG� ,QGXVWU\�� �HPSOR\HH¶V�
QDPH�DQG�VRFLDO�VHFXULW\�QXPEHU��GDWH�RI�LQMXU\��DQG�WKH�QDPHV�RI�WKH�HPSOR\HU�DQG�LQVXUHU��,I�DQ\�RI�WKLV�LQIRUPDWLRQ�LV�PLVVLQJ��WKH�
)LUVW�5HSRUW�ZLOO�EH�UHMHFWHG�DQG�UHWXUQHG�WR�\RX��VHH�0LQQ��6WDW��������������3URYLGLQJ�WKH�QDPH�RI�WKH�WKLUG�SDUW\�DGPLQLVWUDWRU�GRHV�
QRW�PHHW�WKH�VWDWXWRU\�UHTXLUHPHQW�WR�SURYLGH�WKH�QDPH�RI�WKH�LQVXUHU��127(���,I�WKH�FODLP�GRHV�QRW�LQYROYH�ORVW�WLPH�EH\RQG�WKH�ZDLWLQJ�
SHULRG�RU�SRWHQWLDO�33'��WKH�IRUP�GRHV�NOT�QHHG�WR�EH�ILOHG�ZLWK�WKH�'HSDUWPHQW��
�� ,WHP������)LOO�LQ�WKH�QDPH�RI�WKH�LQVXUDQFH�FRPSDQ\��,I�WKH�HPSOR\HU�LV�VHOI�LQVXUHG��LQGLFDWH�WKH�QDPH�RI�WKH�OLFHQVHG�RU�SXEOLF�VHOI�

LQVXUHG�FRPSDQ\�RU�JURXS��
�� ,WHPV���������)LOO�LQ�WKH�OHJDO�QDPH�DQG�)HGHUDO�(PSOR\HU�,GHQWLILFDWLRQ�1XPEHU��)(,1��RI�WKH�HPSOR\HU�ZKR�SXUFKDVHG�WKH�SROLF\�

IURP�WKH�LQVXUHU��QDPHG�LQ�,WHP�����DQG�WKH�SROLF\�QXPEHU��,I�WKH�HPSOR\HU�LV�OLFHQVHG�WR�VHOI�LQVXUH��ILOO�LQ�WKH�FHUWLILFDWH�QXPEHU��
�� ,WHP������)LOO�LQ�WKH�LQVXUHU¶V�)(,1��
�� ,WHP������)LOO� LQ�WKH�QDPH�DQG�DGGUHVV�RI�WKH�FRPSDQ\�DGPLQLVWHULQJ�WKH�FODLP��HLWKHU�WKH�LQVXUHU�RU�WKLUG�SDUW\�DGPLQLVWUDWRU���%H�

VXUH�WR�PDUN�HLWKHU�WKH�³,QVXUHU´�RU�³73$´�ER[��
�� ,WHP���������)LOO�LQ�WKH�FODLPV�DGPLQLVWUDWRU¶V�)(,1�DQG�FODLP�QXPEHU��
�� ,WHP������7KHVH�LWHPV�DSSO\�RQO\�WR�)52,V�HOHFWURQLFDOO\�VXEPLWWHG�E\�WKH�FODLP�DGPLQLVWUDWRU��
 
This material can be made available in different forms, such as large print, Braille or audio.  To request, call (651) 284-5032 or 
1-800-342-5354 Voice or TDD (651) 297-4198. 
�
ANY PERSON WHO, WITH INTENT TO DEFRAUD, RECEIVES WORKERS’ COMPENSATION BENEFITS TO WHICH THE 
PERSON IS NOT ENTITLED BY KNOWINGLY MISREPRESENTING, MISSTATING, OR FAILING TO DISCLOSE ANY MATERIAL 
FACT IS GUILTY OF THEFT AND SHALL BE SENTENCED PURSUANT TO SECTION 609.52, SUBDIVISION 3.�
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