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Employer’s Work-Related Accident Report
(E-mail to: hr@patriotenterprisesllc.com)


	Last Name:
     
	First Name:
     
	MI
     
	Social Security Number
     

	Occupation
     
	Department
     
	Employee’s Phone Number
     
	Date of Birth
     
	State of Hire
     

	Street/Mailing Address
     

	City
     
	State
     
	Zip
     
	Sex
|_|M	|_|F
	Date of Hire
     

	Marital Status
|_| Single       |_| Divorced       |_| Married      |_| Separated      |_|Widow(er)

	Client Name and Address
360 Patriot Enterprises LLC, 2000 Duke Street, #300, Alexandria, VA 22314



Supplemental Wage Info
	Full Pay on Day of Injury?
|_|Yes	|_|No
	Did Salary Continue?
|_|Yes	|_|No
	Hours Worked Per Day
     
	Additional Income (i.e., Commissions)
     


Occurrence Information
	Date of Injury
     
	Last work date, if different than date of injury
     
	Date Returned to Work
     
	Does the accident result in a fatality?
|_|Yes	|_|No
If yes, date of death:

	Time of Occurrence
     
	Time Workday began-Time scheduled to end
     
	Date Supervisor Notified
     
	

	Did the injury occur at client address (premises) listed above?
|_|Yes	|_|No
	If no, provide address of other location (other building, job site, etc.)
     

	Where did the event occur? (i.e., loading dock north end)
     
	Type of injury/illness (i.e., strain, amputation)
     
	Part of body
     

	Type of accident (select one)
|_|Injury (1)
|_|Skin disorder (2)
|_|Respiratory condition (3)
|_|Poisoning (4)
|_|Hearing Loss (5)
|_|All other (6)
	Initial treatment for workers’ compensation
|_|No medical treatment
|_|Minor by employer – first aid
|_|Minor by clinic / hospital
|_|Emergency care
|_|Hospitalized overnight
|_|Future major medical, or lost time anticipated
	Is the accident a work-related injury or illness?
|_|Yes	|_|No

	
	
	Employee was:
|_|Away from work for 1 or more days – Lost Time
|_|Assigned to restricted work or transferred to another job
|_|Treated for medical needs beyond first aid
|_|Unconsciousness
|_|Diagnosed as having an illness by a physician or licensed health professional


(E-mail to: hr@patriotenterprisesllc.com)

Page two	Employee Name:      
Employer’s Work-Related Accident Report
MEDICAL AUTHORIZATION: Employee’s signature below hereby authorizes all physicians, medical and treatment facilities to release any and all information concerning the medical treatment and history, which may be requested regarding physical treatment rendered, and if necessary, to allow any representative or agent appointed by 360 Patriot Enterprises LLC to examine any x-ray pictures, or any other films or records you have regarding the employee’s contention to treatment.
Employee Signature:
	Date: 	

	Describe in detail how injury or illness occurred. Include a sequence of events just before and during the accident. State what happened, any/what objects
or substances directly harmed the employee, or any relevant facts. Use additional sheets for accident information if necessary and attach them to this report.
     

	Name of Treating Physician
     
	Treating Physician’s Address
     

	Were safeguards or safety equipment provided?
|_|Yes	|_|No
	Were they used?
|_|Yes	|_|No
	If physicians are posted, are they part of a Managed Care Organization?
|_|Yes	|_|No

	List full name and phone number of witnesses
     
	Name and address of hospital (if applicable)
     

	Is there a panel of physicians posted in the workplace?
|_|Yes	|_|No
	If physicians are posted, are they part of a Managed Care Organization?
|_|Yes	|_|No

	PREPARER: (Must be signed by company management representative submitting report)

                                                                      
Signature of Preparer                           Title of Preparer               
	

                                                         
Date                                                                                     Phone of Preparer                                   


*Some states allow employers to provide a Panel, or listing, of doctors that employees must go to as the result of an injury
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