
On The Job Injury Form 

Patient 

Patient Name__________________________________________________ Date of Birth__________________ 

Social Security Number_________________________________         Date of Injury_________________ 

Employer 

Name_____________________________________________________________________________________ 

Employer’s Address__________________________________________________________________________ 

Employer’s Phone #________________________________   Job Title _________________________________ 

Please select one: 

First report of Injury______   Aggravation of original Injury______ Change of Physician_______

If changing physician, reason for change: ________________________________________________________

Worker’s Compensation Insurance Company 

Company name_____________________________________________________________________________ 

Address___________________________________________________________________________________ 

Phone #____________________________________ Claim#____________________________________ 

Injury 

What part of the body was injured? ____________________________________________________________ 

How did the Accident happen? ________________________________________________________________ 

__________________________________________________________________________________________ 

Were you hospitalized as an inpatient?  Yes_____ No______ 

Signature_______________________________________________ Date_________________________ 
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