	[image: image1.png]MESSIAH
COLLEGE.

OFFICE OF HUMAN RESOURCES




	Employer’s Report of 

Occupational Injury or Disease



(Please type in all your responses)

Date of Injury (mm/dd/yyyy):        FORMTEXT 

     


Employee Social Security No.  


Employee Name:  
     
     
  
   


Last Name
First Name
MI
Suffix

Street Address:       


City:     FORMTEXT 

     


State:  
 
Zip+4:       
 

Phone:  (   )      

County:       

Gender:   FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
Marital:   FORMCHECKBOX 
 Single (unmarried/divorced)    FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Separated    FORMCHECKBOX 
 Unknown
Birthdate:        

No. of Dependents:    

Employer:  Messiah College
Street Address:  One College Avenue
City:  Grantham
State:  PA
Zip:  17027

Employer FEIN:  23-1352661
Phone #: 717-766-2511
County: Cumberland
SIC Code: 


Employment Status:  FORMCHECKBOX 
  Full-Time     FORMCHECKBOX 
  Part-Time    FORMCHECKBOX 
  Seasonal    FORMCHECKBOX 
 Volunteer    FORMCHECKBOX 
 Other

Occupation or Job Title:  

Contact Name:  
   

     


Phone:  ( FORMTEXT 

     

)      



Last Name
First Name

Full Pay for Day of Injury?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Time Employee Began Work:       

Time of Occurrence:       

Last Day Worked:      


Date Disability Began:       


Date Employer Notified:       


Date Returned to Work:       

Type of Injury Code:  
Part of Body Affected Code:  
Cause of Injury Code:  
Type of Injury or Illness:  
Parts of Body Affected:  
Cause of Injury:  
Did injury or illness occur on employer’s premises? 


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If out of state, specify state of injury:       

Were safeguards or safety equipment provided? 


 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Were safeguards or safety equipment used?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

All equipment, materials, or chemicals employee was using when accident or illness exposure occurred:

	     


How Injury or illness/abnormal health condition occurred.  Describe the sequence of events and include any objects or substances directly responsible:

	     


If fatal, give date of death:  
Initial treatment (“X” all that apply)

    FORMCHECKBOX 
  No medical treatment

    FORMCHECKBOX 
  Minor by employee

    FORMCHECKBOX 
  Clinic / Hospital

    FORMCHECKBOX 
  Panel Physician

    FORMCHECKBOX 
  Employee Physician

    FORMCHECKBOX 
  Emergency Care

    FORMCHECKBOX 
  Hospitalized more than 24 hours

Witness:      FORMTEXT 

     


Witness Phone: ()      


Person completing form:      FORMTEXT 

     


Completer Phone: ()      

Title:  
Employers First Report of Injury.doc
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