
EMPLOYER'S BASIC REPORT OF INJURY 

I. EMPLOYEE DATA 

II. EMPLOYER/CARRIER DATA 

III. INJURY/MEDICAL DATA 

.                         .

          

IV. OCCUPATION AND WAGE DATA 

     

V. PREPARER DATA         
Making a false or fraudulent statement for the purpose of obtaining or denying benefits can result in criminal or civil prosecution, or both, and denial of benefits.

 Notice to employee: Questions or errors should be reported immediately to the individual listed above in space 54 
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Section A 

 
Injury and Illness Incident Report. 

 Log of 
Work-Related Injuries and Illnesses Summary ( )

DO NOT mail this form to the Workers’ 
Compensation Agency unless it meets the conditions listed below in Section B. 

Section B 
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