REPORT OF INDUSTRIAL INJURY OR OCCUPATIONAL DISEASE

Lamgnage Preference s on:) laim #AG .’
English  Spanish  Russian  Korean Chinese  Viethamese Lalion Cambodian  Ciher: 3 8 8 4 5
1. Wame (Firs-Midie-Lasy 2. Bex jecls ane) 14, Date of Ingury or Lagi 15, Timve of Injury fiscleome) | 16, Shifl  feicie o)
: : i'-'l.n!t Female EIE::E:E::JMH ! ! AM PM | Day Bwing Night
3. Social Security Number ? HHIH::: Phone 3. Hm:l"ia!r’ ; L7, Have you ever been treated for same or similar condition? (cicle one)  YES MO
. Home Addeas 7. Height (R-inck) L&. 15 this condition due to a specific incident? jercleone)  YES MO
= |9, Tell us what body part was injured and how the injury of exposure occurred.
ril}' Smte  ZIP Code P “rﬁﬂit [[mclude tools, machinery, chericals o femes that mey have been isvolred )
0. Mailing Address (if different froe bome sdéeas) 10, Marital Statues
[circle ans)
Morried  Widowed
City State  ZIP Code Separated Single | 20, Were you doing  YES | 21. Where did the injury or exposure occur?  snte one)
o Diiwaieed your regukar joh? MO Emplover Premiscs  Jobsite - Other:
4 : : T 22, Address where inj OF eXposure Gocurred?
= You may be required to show proof of marital or dependent eligibility bl Pl aﬂ!ﬂlmmﬁ“?
F.l || Dependent Children Trclede unbom, estimnez birthdaie, 12, Spouse's Name Auddress Coanty
=i Benefits will be based in part on number of kegally dependent
-:- chibdrzn. Il you don't havs muma:ly.mmph:.m ticim 13, : City St ZIF Code
"r_:: Hame Relmiomsbon Legal f’.‘uﬂm_ilg.- Hirthdate
o (:-m EWN fi ! 23, Was this incident caused by failure of a machine I
7 of product OF someons who iz nold 3 co-worker? YES N0 POSSIBLY
— Y g 24, List any Witnesses 25 When will you
> raturn to work? ! !
[
o ¥ N { { 26, When did
E Y M / s vou [ast work? ! /
= 27. Dind -port the incident ¢ layer? :
= Yy N A T e i of Peraon Beponed Ta | @ 28: Dtz you scpectel it
4 15 Name & Address of Children's Legal Guardian | YES NO LA
. 29, Was you employer contributing to vour andor Family's medical, feerche cnid
dental andfor vision insurance on the day you were injured? YES NO
0. Business Mame of Employer 11. Type of Business 12, How long have vou worked there? 33. Emplower's Phone #
_Years ___ Months Weeks Days | )
34, Employer Address 15 Your Job Title & Dutics
e 36, Rate of Pay at this Job 37. Hours Per Day 5‘39. Additionel earning ioircls all that 2pplyi
City Sfate ZIP Code (wTite amoant, circle aned Eiie ; {daily rvempe) P T
b Day Mo 38, Dy Per Week ] Commission  Bonuses
A0, How may |41, Are you? Clovsnotapety |42, Signature Note: READ LEGAL NOTICES ON LAST PAGE
F&}'iﬂﬂ.jﬂbﬂ [ Cramer [ Corp. Shischakder [ declare that teeze statetnents are brae io the hes ob my knoeledge amal belied. In signimg this 'FLW. I permat henlth core proenider,
do you have? [ Partmier E-Iﬂwn Ieeitn heesgpitala, or clinles to release medical reports gercrated by themechas & others o the Dept. of Laboc and Endustnes.
[_;-[.‘mp. ] |-_|I::l'||1m.|-|| l::f.rf-l;luﬂt x -J.;:.’Idli_'|I'15 Date ! § _,_.-"'I

Keep vour claim moving smoothly:
= Help vs accurately calculate tine-loss benefits for which you may be eligible;

I
I
Report vour marital status and dependenizs, Be prepared o show documents to verify :
vour information. i
= Letus know ifyvou bad more than one paying job at ihe time of the injury. :
Select a health care provider, You have the right to choose any health care provider who is i
guatified 10 trgal your condition and is reasonably convenient for you to visit, Qualified health :
care providess include medical, osteopathic, chicopractic, aaturopathic, and podiatric Marme Date of injur
; S, i s, o | N SAMPLE iy
i
|
i
|
I
I
|
|
|
1

This is your claim number: AG 3 8 8 4 5

Keep this card handy when contacting us aboutl vour
claim or to check if L& has received vour claim.

physicians, dentists, optometrists and ophthalmologists. Advanced registered nurse proctitioners
aid phyvsician assistants also may provide sreatment,

+ It s best to stay in tonch with your emplover and bealth care provider. 15 vour ealth care provider
says you cannol work, el your emplover know, Helshe may be able to fnd work you can do safely
while you recover,

Tell us if vou move or chenge health care providers.

Do nol pay related medicel bills unless we inform vou your claim was denied. I e pharmacy

recuires you to pay, keep the receipt so we can reimburse vou if the claim is allowed, e, oa 3 A e e R e e Sl e e R
= Keep your claim number bandy, [t is printed on all correspondence we send you, Cut this card out. Keep it with you.

Legal Motices:

= False information;: RCW 51.48.020 sub section (2) provides: Any person claiming benefits under this title, who knowingly gives false
information required in any claim or application under this title shall be guilty of a Class C felony when such claim or application involves an amount
of five hundred dollars ($500) or more. When such claim or application involves an amount less than $5300, the person giving such information shall
be puilty of a gross misdemeanor.

v Medical Release; RCW 51,36.060 provides; All medical information in the possession or control of any person and refevant 1o the particular injury
in the opimion of the department pertaining to any worker whose imury or occupational disease 18 the bagis of a claim under this title shall be
made available at any stage of the proceedings o the employer, the claimant’s representative and the department upon request, and no person shall
incur any legal liabality by reason of releasing such information.

= Social Security Number Disclosure;  Dhsclosure of your social security number is not mandatory, it is requested as part of vour application
for compensation under Chapter 31.28 BCW and will be used to facilitate the handling of yvour claim under Title 51 RCW

F242-130-000  neport of tndustrial injury of occupational disease 9-06 WOREKERS COPY

Llse this card to get medical services for the treatment of
your waork-telated npury or occupatons| disease,
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