First Report of Injury and Occupational Disease

If An Employee Is Hospitalized Call HR Director Immediately at 265-4147
   Please Answer All Questions.  An Incomplete First Report Will Delay Processing Of Your Claim.

Worker

	LAST NAME

     
	FIRST NAME

     
	MI

  
	DATE OF BIRTH

     
	SOCIAL SECURITY NUMBER

     

	HOME ADDRESS

     
	CITY

     
	STATE

   
	ZIP CODE

     
	HOME PHONE NUMBER
     

	JOB TITLE
     
	DEPARTMENT
     
	WORK LOCATION  (IE: MONTANA HALL, RM 201)
      
	WORK PHONE NUMBER

       

	EMPLOYMENT STATUS

 FORMCHECKBOX 
 FULL TIME   FORMCHECKBOX 
 PART TIME

 FORMCHECKBOX 
 SEASONAL   FORMCHECKBOX 
 VOLUNTEER
	NUMBER  DAYS WORKED PER WEEK       
	DATE HIRED

     
	WORKED NEXT SCHEDULED SHIFT?    FORMCHECKBOX 
  YES         FORMCHECKBOX 
 NO 

EXPECT TO BE OFF WORK MORE THAN 4 DAYS?    FORMCHECKBOX 
  YES     FORMCHECKBOX 
 NO      FORMCHECKBOX 
 NOT SURE

	DATE LAST WORKED

     
	DATE OF RETURN TO WORK

     
	EDUCATION    FORMCHECKBOX 
 LESS THAN HIGH SCHOOL

                            FORMCHECKBOX 
 GED OR DIPLOMA

                            FORMCHECKBOX 
 BEYOND HIGH SCHOOL
	GENDER

 FORMCHECKBOX 
 MALE           

 FORMCHECKBOX 
 FEMALE
	MARITAL STATUS

 FORMCHECKBOX 
 MARRIED           FORMCHECKBOX 
  SEPARATED

 FORMCHECKBOX 
 NOT                      FORMCHECKBOX 
  UNKNOWN
	NUMBER OF DEPENDANTS  

   

	GROSS WAGE RATE                 PER                          
	GROSS EARNINGS FOR FOUR PAY PERIODS PRECEDING THE INJURY
	DATE/AMOUNT

     /     
	DATE/AMOUNT

     /     
	DATE/AMOUNT

     /     
	DATE/AMOUNT

     /     

	IN ADDITION TO GROSS EARNINGS CITED ABOVE WORKER RECEIVED:                                                              ESTIMATED VALUE IF ANY

 FORMCHECKBOX 
 BOARD & ROOM        FORMCHECKBOX 
 OVERTIME         FORMCHECKBOX 
 BONUS       FORMCHECKBOX 
 COMMISSIONS       FORMCHECKBOX 
 OTHER:                                                                           


Accident Description

	DESCRIPTION OF ACCIDENT- attach additional sheets if needed.

     

	CAUSE OF INJURY

     
	PART OF BODY (IE: LOW BACK, LEFT LEG)

     
	NATURE OF INJURY (IE: STRAIN, SPRAIN, CUT,)

     
	DATE OF INJURY

     
	TIME OF INJURY

     

	DATE SUPERVISOR NOTIFIED       
	ACCIDENT REPORTED TO

       
	WITNESSES

      
	ACCIDENT ADDRESS OR LOCATION (IE: MAIN HALL RM 201,) 

      


Medical

	PHYSICIAN’S NAME 

     
	ADDRESS

     
	PHONE NUMBER

     

	HOSPITAL NAME

     
	ADDRESS

     
	PHONE NUMBER

     

	TYPE OF INITIAL MEDICAL TREATMENT RECEIVED:

   FORMCHECKBOX 
  NO TREATMENT         FORMCHECKBOX 
  EMERGENCY ROOM          FORMCHECKBOX 
  TREATMENT ON-SITE BY EMPLOYER OR MEDICAL STAFF     FORMCHECKBOX 
  CLINIC/DR. OFFICE        FORMCHECKBOX 
  HOSPITAL


Supervisor

	WAS WORKER INJURED WHILE IN YOUR EMPLOY? 

        FORMCHECKBOX 
  YES             FORMCHECKBOX 
  NO 
	DO YOU HAVE ANY REASON TO QUESTION THIS ACCIDENT?     FORMCHECKBOX 
  YES         FORMCHECKBOX 
  NO        IF YES, PLEASE EXPLAIN FULLY.  USE SEPARATE SHEET IF YOU NEED ADDITIONAL SPACE.          


	SUPERVISOR’S NAME:

      
	SUPERVISOR’S E-MAIL ADDRESS:                                        

                                                                     


	SUPERVISOR’S PHONE: 

     
	FIRST REPORT PREPARED BY:  

      
	DATE: 

      



Signature

	“This is my claim for workers’ compensation benefits due to the on-the-job injury, occupational disease or death of the above named worker.  I understand that signing this claim for compensation authorizes the release of rehabilitation records, Social Security records and health care information (medical records pursuant to HIPAA, Public Law 104-191, 42 U.S.C. 1301 et seq. and Section 50-16-527(4)&(5), MCA and Section 39-71-604(2)&(3), MCA) relevant to this claim to the workers’ compensation insurer and the insurer’s agents.  I also understand that if I obtain or exert unauthorized control over workers’ compensation benefits, I may be fined and/or imprisoned.”

                   Signature of Injured Worker or Beneficiary:                                                                                             Date       


Supervisors:  This Report Must Be Filed Within 24 Hours Of The Incident.  If The Injured Employee Is Not Available For A Signature, Email The Report Without It.  Attain The Signature As Soon As Possible.

     
Send A Signed Copy Of This Report To Human Resources Office And Save The Form As A Word 

Document File On Your Computer Then Attach The File To An E-Mail To:  caven @msun.edu

You Will Receive An E-Mail Confirming Receipt.

     
	EMPLOYER:  Montana State University, Northern
P.O. Box 7751, Havre, MT 55901
	CLAIMS: INTERMOUNTAIN CLAIMS INC. #140; 100 24th STREET WEST, SUITE 1; BILLINGS MT   59102              406-656-3951


