	EMPLOYER’S BRIEF REPORT

OF INDUSTRIAL INJURY
FATALITIES AND SERIOUS INJURIES MUST BE REPORTED WITHIN 24 HOURS.
	
	FOR CARRIER USE ONLY

DOC TYPE: IR100

	An employer must on this form notify his insurance carrier of every 

injury or disease suffered by an employee, fatal or otherwise, arising 

out of and in the course of employment.
	
	


	          EMPLOYER’S NAME

	              

	SUPERVISOR/REPORTER NAME

	              

	SUPERVISOR/REPORTER JOB TITLE

	              

	 


	EMPLOYEE
1.  LAST NAME

     
	FIRST NAME

                             
	M.I.

  

	2.  SOCIAL SECURITY NUMBER

     
	3.  BIRTHDATE

     

	4.  HOME ADDRESS (NUMBER & STREET/MAILING)

     
	APT. #

    

	CITY

     
	STATE

  
	ZIP CODE

     

	5. (AREA CODE) TELEPHONE        

	6 SEX.                   7.  MARITAL STATUS


 M    F
       SINGLE   MARRIED   DIVORCED    WIDOWED 


	ACCIDENT
	13.  DATE OF INJURY OR ILLNESS


	14.  TIME OF EVENT
	15.  TIME EMPLOYEE BEGAN WORK
	16. DATE EMPLOYER NOTIFIED OF INJURY

	
	            
	     
	
	A.M.
	
	P.M.
	     
	
	A.M.
	
	P.M.
	           

	17.  LAST DAY OF WORK AFTER INJURY
	18.  DATE OF RETURN TO WORK
	19.  EMPLOYEE’S OCCUPATION (JOB TITLE) WHEN INJURED

	     
	     
	     

	25.  WHAT WAS THE INJURY OR ILLNESS?  Tell us the part of the body that was affected and how it was affected; be more specific than “hurt,” “pain,” or sore.”  Examples:  “strained back”; “chemical burn, hand”; “carpal tunnel syndrome.”

	     

	26.  PART OF BODY INJURED

     
	Side Injured

RT   LT 
	27.  FATAL
	
	YES
	
	NO
	28.  IF THE EMPLOYEE DIED, WHEN DID THE DEATH OCCUR?  DATE OF DEATH

	
	
	
	
	
	
	
	     

	29.  WAS EMPLOYEE TREATED IN AN EMERGENCY ROOM?      YES            NO
	NAME OF PHYSICIAN OR OTHER HEALTH CARE PROFESSIONAL                                           ADDRESS (STREET, CITY, STATE & ZIP CODE)

     

	30. WAS EMPLOYEE HOSPITALIZED OVERNIGHT AS AN IN-PATIENT?   YES   NO
	IF HOSPITALIZED, HOSPITAL NAME                                                                                           ADDRESS (STREET, CITY, STATE & ZIP CODE)

     

	31.  IF VALIDITY OF CLAIM IS DOUBTED, STATE REASON

     

	CAUSE OF ACCIDENT
	32. WHAT HAPPENED?  Tell us how the injury occurred.  Examples:  “When ladder slipped on wet floor, worker fell 20 feet”;  “Worker was sprayed with chlorine when gasket broke during replacement”;  “Worker developed soreness in wrist over time.” 

	     

	35.  if another person not in company employ caused accident, give name and address

	     


