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EMPLOYEE’S REPORT OF INJURY, EXPOSURE, or MEDICAL CONDITION
Complete and return within 24 hours to: 

PETER SCHLOSSER – peter.schlosser@maine.gov or Fax: 287-2216
	1. Name:      
	2.  Social Security # (LAST 4 DIGITS ONLY)      

	3. Home address: Include street, city/town, zip code 

     
	4.  Date of birth 

     
5. M  FORMCHECKBOX 
 F  FORMCHECKBOX 

	6. Home phone      


	
	
	7. Work phone      

	8.  Department/Agency & Location /Address:
     
	9.  Job title

     

	10. Work location/crew - where accident happened 

(complete address if possible):
     
	11. Work hours:                           Circle/Bold Off Days
Begin           AM  FORMCHECKBOX 
  PM   FORMCHECKBOX 
 Sun Mon Tues Wed
End:             AM  FORMCHECKBOX 
  PM   FORMCHECKBOX 
   Thurs   Fri   Sat

	12. Supervisor’s name:

     
	13.  Supervisor’s phone:

     

	14. Date/time of injury  

 Date:              Time:               AM  FORMCHECKBOX 
  PM  FORMCHECKBOX 
                                                             
	15. Date you first thought your medical  condition had                                                                                                           to do with your work  FORMCHECKBOX 
                

  Date:         Time:          AM  FORMCHECKBOX 
  PM   FORMCHECKBOX 


	16. Date/time you reported your injury:

 Date:               Time:              AM  FORMCHECKBOX 
  PM   FORMCHECKBOX 
 
	17.  To whom did you report your injury?
     

	18. Did you seek treatment as a result of your injury?

              Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

	19.  Who did you treat with?

     

	20. Who is your PCP (Primary Care Physician)?

     
	21.  Address:

     

	22. Did you lose time from work?

   Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Date returned to work?      
	23.  Date(s) missed?

     

	24.  Witnesses:       
       Witnesses:       
	Work phone:       
Work phone:       

	25. Nature of injury/illness (e.g., strain, sprain, fracture, cut, bruise, multiple injuries, etc.)

     


	26.  Body part injured (e.g., head, ear, eye, face, arm, hand, shoulder, back, knee).  Specify left/right/upper/lower:

     

	27.  Injury Source (e.g., machinery, chemicals, vehicle, stairs, person, etc.)

     

	28.  Describe fully how and where the injury occurred (e.g.,) Struck by….Fell from…Exposed to…etc.
     


	29.  Have you ever had a similar injury?

       FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If yes, what happened and when?
     
	30.  Who did you treat with for similar injury?
     

	
	31.   Do you want to use  FORMCHECKBOX 
 sick leave and/or
 FORMCHECKBOX 
 vacation leave if you miss work due to your injury? 

	32. Do you work for another employer?

       FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

Have you lost time from your other employer?
       FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	33.  Name and address of second employer?

      

Phone number:       

	34. Signature of employee: 
     
	35. Date you completed and returned this form:
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