                                                                                                                                 E  I.                                                                                                                     Mid America Health, Inc.

TO BE COMPLETED BY THE EMPLOYEE

WORKER’S COMPENSATION 
FIRST REPORT OF INJURY

INSTRUCTIONS: Complete this form immediately.  

FAX the completed form IMMEDIATELY to Mid America Health Inc. at (317) 972-7969

	GENERAL INFORMATION

	Employee Name:
	 Site Location:

	Soc. Sec. #:
Sex:
	   Today’s date

	Employee Age or Date of Birth:
	   Job Title:
Dept.:

	Employee Home Address:

County:
Home Phone #:
	    Employer use only: 

    Date of Hire:

    Date in Current Position:

    Hourly Rate of Pay or Annual Salary: $

    Workers Comp:  Claim number:

	Date of Incident:
Time
AM
PM

Date Supervisor Notified:

Date reported to MAH Office:

(888) 309-8239
	   Circle One:
Full Time
Part Time
PRN Scheduled Work

   Days:
S
M
T
W
TH
F
SA

   Scheduled Shift:
    Day
Evenings
Nights
Weekends

	

	Incident description:  How and where did the incident occur?  

	Describe nature and severity of injuries: (Include a physical description and location of the injury)

	Identify physical / mechanical objects involved:   (needles, carts, supplies, equipment, structures, etc.)

	Names of other staff members involved:

	Witnesses' Statements:  (Please use a separate sheet if more space is required.)



	Identify physical/mechanical objects involved (i.e. needles, carts, supplies, equipment, structures, etc.):

	  Other comments: 

	  Do you anticipate that the employee lose work time as a result of this injury/accident?         Yes               No

	  Medical Treatment:

  Employee referred to:
Occupational Health Clinic                 Emergency Room                    Other (specify)

	    Medical Provider Name, Address and Phone Number (including Area Code):

	  Signature /Title of the person completing this form:

	   Print Name Here: 


