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Employee Report of Accident

	Claim No.:
	

	Name:
	
	
	Social Security #:
	

	
	First
	Middle
	Last
	

	Address:
	

	Street Number and Name
	Apt#
	City
	State
	Zip

	Telephone#:
	(     )
	
	Cell#:
	(      )
	
	Age:
	
	Date of Birth:
	


	Height:
	
	Weight:
	
	Tax Filing Status:
	
	Education Completed:
	


Does your spouse receive any type of Employment  Wages, Social Security, Pension, Unemployment, Wage continuance, or reimbursement by a self-insured 
	plan?
	
	Yes
	
	
	No
	If yes, who pays it and how much per month?
	

	
	
	
	
	
	
	
	


Please provide the names of all dependants.  Provide the date of birth, their address and relationship to you.

	
	
	
	
	
	
	

	First, Middle and Last Name
	
	Date of Birth
	
	Relationship
	
	Address

	
	
	
	
	
	
	

	First, Middle and Last Name
	
	Date of Birth
	
	Relationship
	
	Address

	
	
	
	
	
	
	

	First, Middle and Last Name
	
	Date of Birth
	
	Relationship
	
	Address

	
	
	
	
	
	
	

	First, Middle and Last Name
	
	Date of Birth
	
	Relationship
	
	Address


	Are you paying support through Friend of the Court?
	
	Where:
	


	Please provide the weekly amount you pay to Friend of the Court:
	$


	Employer Name:
	


	Employer’s Address:
	


	Date of Hire:
	
	Job Title:
	
	Supervisor Name:
	


	Weekly Wage:
	$
	Hourly Rate:
	$
	# of hours worked per week:
	


	Date of injury:
	
	Time of injury:
	
	Last day worked:
	


	Explain what caused injury:
	


	What part of your body was injured:
	
	What type of injury:
	


	Was injury reported?
	
	When (date/time):
	
	To whom:
	


	Name of witness:
	
	Phone#:
	
	Have you had previous injuries?
	


	If so, when, where and what type of injury?
	


	Did you receive compensation for these injuries:
	
	If so, from whom and how much:
	


List names, addresses, and contact information for doctors/clinics/hospitals where you have received treatment for injuries:

	

	


	Have you been hospitalized?
	
	Where?
	
	Dates?
	


	Current Diagnosis:
	
	Were you taken off of work?
	


	How long?
	From
	
	To
	
	What is your possible return to work date?
	


	When is your next Dr. appt.?
	
	Did you have a second employer at the time of injury?
	


	If yes, name of Company?
	
	Contact Person:
	
	Phone#:
	


	Weekly Wage:
	$
	Hourly Rate:
	$
	# of hours worked per week:
	


	Do you receive any type of Social Security, Pension, Unemployment or other income?
	


	If so, who pays you and how much do you receive per month?
	


All wages you earn while receiving benefits from CompOne must be reported. I certify that I have read the information on this sheet and have answered the questions correctly and to the best of my knowledge.

	
	
	

	Signature of Injured Employee
	
	Date Signed


Comp One Administrators ~ PO Box 2530 ~ Okemos, MI 48805  ~ Phone: 888-298-9043 ~ Fax: 248.675.4627
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