

Accident Reporting and Claims Management for Military Department Personnel	     			Attachment 1

Chesapeake Employers’ Injury Reporting Worksheet

Note: This list of information in not all inclusive, and the questions asked may not necessarily be asked in the same order listed below. This worksheet is for gathering information only and cannot be submitted as an actual Employer’s First Report of Injury. 

Mandatory information is highlighted in bold print.

Caller/Employer’s Information
1. Caller’s name: ________________________________ 2. Your telephone number: ___________________________
3. Employer’s/Policyholder’s Name:____________________________________________________________________
[bookmark: _GoBack]4. Policy number:_____901808          (MEMA 9154)________________________________________________________
5. Employer’s Address: ______________________________________________________________________________
6. Date of the injury:_____________________________ 7. Time of injury:_____________________________________

Injured Employee Information

8. Injured employee’s Social Security Number: _________________________________________________________
9. Injured employee’s name: ________________________________________________________________________
10. Injured employee’s job title: ______________________________________________________________________
11. Injured employee’s home address: _________________________________________________________________
12. Injured employee’s phone number: _________________________________________________________________
13. Marital status: ________________________________ 14. Number of children: ________ 15. Gender: M ___ F ___
16. Injured employee’s date of birth: __________________

Injury/Occurrence Information

17. Was the injured employee performing their assigned regular duties? ______________________________________
18. On what date was the employer notified of the accident? _______________________________________________
19. What is the name of the person that was notified about the injury? _______________________________________
20. Address of the accident location:___________________________________________________________________
21. Description of the accident: _______________________________________________________________________
22. Specific activity/function engaged in when the accident occurred: _________________________________________
23. Location of the accident (Hallway, loading dock, stairwell etc.):____________________________________________
24. Was the injured employee treated in an emergency room? _____ 25. Was the employee admitted to the hospital?_____
26. Name of the hospital and hospital phone number if known: ______________________________________________
27. What is the doctor’s name that treated the injured employee? ______________________________________________
28. What is the doctor’s phone number? __________________________________________________________________
29. Was the injury the result of product or machine failure? ___________________________________________________
30. Did the accident involve a vehicle? ___________________________________________________________________
31. If known, please give a description of the injury? ________________________________________________________
32. What part of the body was injured? ________________________________________________________________
33. What side of the body was injured? ___________________________________________________________________
34. Do you believe this to be a valid claim? Yes - No
35. Date of hire for the injured employee: ______________ 36. Did the employee return to work? ___________________
37. Date the employee returned to work: _______________ 38. Last day worked by the employee? __________________
39. If fatal, date of the employee’s death: ______________
40. Did the employee receive full pay for the date of the injury? __________________ 41. Did salary continue?_________
42. State of hire: __________________________________ 43. Employee’s employment status: _____________________
44. Employee’s wage/rate: __________________________ 45. Number of days employee works per week? ____________
46. Time employee began work on the day of the injury? __________________



