WORKERS' COMPENSATION COURT  EMPLOQYER'S FIRST NOTICE OF INJURY
SEND COPIES TO: 1915 NORTH STILES

1-Workers' Compensaﬂon Court OKLAHOMA ClTY, OKLAHOMA 73105-4904 THIS SPACE FOR COURT USE ONLY
1-Insurance Carrier

Ploase type or print. Enter alf dates In MM/DD/YY format.

Full Name of Claimant (Injured Employee) - LAST, FIRST, MICCLE

Complate Address City Slala Zip
[ Telaphone Number Social Securily Number
Date of Bein 0% ength of Empioyment
ears Months
jAverage Weekly Wage [occupation (job description) \Was employmﬁagroamem r:nca)d-e [iﬂ—_ﬁklaw:\a?
YES
|~
Date of accidant or last exposure Time of accident or exposure [Date Employer notified Time workday began
o'clock e [Cem ockck [k [ em
Last date employes worked {Has employes returned 10 work IDid the_empioyee die
Yes Ij NO D if yos, on what dale [Yes r_—] NO D if yos, on what dale
Place of Accident or Occuranca
City: County: State:

Cumulative Trauma.: Single incident Injury: ydentify pari(s) of body involved in injury or illness

] 4

Carpal Tunrel D Speair/Strain D

! |
[Nature of Respiratocy fiiness B putation D

:L‘:l;":z‘“ %Hea.n Arack or Stroke eant Atlack or Stroke D Full Name and address of Treating Physician (please ba complete)

‘Hearing [_] ‘gurn [
;Omef bthar

Describe aclivities when injury occurred with delails of how event occurred, Include object or substance which directly injured the emplayea.

[Employer’s Insurance Carrier or Own Risk Group Policy/Selt-Insured Number

Name Phone Policy Period - from ta
lAddrass

Empioyer's Name and Complete Address

Name Phone { )
JAddress City State

[Type of business {Example: manulacturing, food service, construction) [S4C Number

Type of ownership: Privale D Slate Govt D County Gov't D tocal Govt E]

Upon filing thls Notice of injury, permissionis glven to the Administrater of the Workers' Compensafon Court, the Insurance Commissioner, the

Attorney General, a District Attorney or thelr deslgnees to examine all records relating to the notice, any mattar contalned In the notice, and any
matter relating to the notice.

Any person recsiving temporary disability benefits from an employer or the employer's insurance carrier shall promptly report In writing to the

employer or Insurance carrler any change In a material fact or the amount of income he |s recelving or any change in his employment slatus,
occurring during the period of recelpt of such benelits.

1 hereby declare under penaity of perfury that | have examined this notice, and all statemenls contained hereln, and to the bast of my knowiedge

and belief, they are true, corract and complete. Any person who commits workers' compensation fraud, upon conviction, shall be guilty of a
felony.

Signed this day of 19 | HEREBY CERTIFY THAT A COPY HAS BEEN SENT TO

Srenared b THE WORKERS' COMPENSATION COURT ON THE
paraaby DATE DESGRIBED BELOW:

Title

19

SUBMISSION OF THIS FORM 1S NOT AN ADMISSION OF LIABILITY

A Form 2 must be sent to the Workers’ Compensation Court and to the Employer's Workers' Compensalioninsurance Carrler within 10 days, or a

reasonable ime thareafter, of leaming that an smployee has suffered an accldental InJury requiring medical attentlon away from the woik site or
resulting in lost time beyond thae shift.

3/94



