WORK-INJURY ACCIDENT REPORT

NAME
DATE


INSURANCE CARRIER
ADJUSTER


POLICY/CLAIM 
Have you fill out a WC-1?  Y /N
1) Date of Accident_____________________   2) Time of Accident _______________ (am/pm)

3) Name of Employer at the time of accident:


5) Address of Employer:


6) Occupation: 


7) Are you off-work or on light duty? (please circle one)   Do you need to be on disability? Y / N

8) In terms of an 8-hour work day: (circle as many that apply)

Sit
0
1
2
3
4
5
6
7
8
hours


Stand
0
1
2
3
4
5
6
7
8
hours


Walk
0
1
2
3
4
5
6
7
8
hours


Lift
0
1
2
3
4
5
6
7
8
hours



Carry
0
1
2
3
4
5
6
7
8
hours


Bend
0
1
2
3
4
5
6
7
8
hours


Twist
0
1
2
3
4
5
6
7
8
hours

9) At work, I perform the following activities: (circle as many that apply)

a) Bend/stoop
b) Squat
c) Crawl
d) Climb
e) Reach above Shoulders


f) Crouch
g) Kneel
h) Push/pull
i) Maintain in an awkward posture

10) At work, I regularly lift between:


a) 1-10 lbs
b) 11-24 lbs
c)25-34 lbs
d) 35-50 lbs


e) 51-74 lbs
f) 75 and above

11) Are you required to bend over while lifting?   Y  /   N

12) Do you use your hands for repetitive movements such as: (circle as many that apply)


a) Simple grasping L/R
b) Firm grasping L/R
c)Fine manipulating L/R

13) Did you have any physical complaints before the accident? Y / N  

If yes, describe:

14) Please describe accident: 


15) Are you treating with another doctor/specialist at this time?  Y / N

If so, who 


*Important: This form may be used in the determination of insurance benefits and/or litigation for compensation. It is important that this form be filled out completely to protect your rights of compensation.
