COMMUNITY ACTION, INC. OF CENTRAL TEXAS
EMPLOYEE’S NOTICE OF OCCUPATIONAL INJURY OR ILLNESS
	1.  Name (Last, First, MI)
	2.  Home Phone #
	3.  Work Phone #
	4.  Social Security #

	     
	     
	       ext.      
	     

	5.  Home mailing Address (Street or P.O. Box)
	

	     
	     
	     
	  
	     

	Street
	City
	County
	State
	Zip

	

	6.  Date of Injury (M-D-Y)
	7.  Time of Injury
	8.  Work Time Lost?
	YES
	 FORMCHECKBOX 

	9.  Supervisor

	     
	     
	a.m.
	
	NO
	 FORMCHECKBOX 

	     

	
	     
	p.m.
	If YES, date lost time began:
	10.  Occupation of injured worker

	
	
	     
	     

	11.  Was employee doing his/her regular job?
	YES
	 FORMCHECKBOX 

	12.  Worksite location of injury (stairs, kitchen, etc.)

	
	NO
	 FORMCHECKBOX 

	     

	
	

	13.  Name and Address of Injury Site (Business, Store, Clinic, etc.)
	     

	     
	     
	     
	  
	     

	Street
	City
	County
	State
	Zip

	14.  Did you see a Doctor?          YES  FORMCHECKBOX 
  NO   FORMCHECKBOX 

	If YES, give Doctor’s Name and Address:
	     

	     
	     
	     
	  
	     

	Street
	City
	County
	State
	Zip

	15.  Did you go to the hospital?    YES  FORMCHECKBOX 
  NO   FORMCHECKBOX 

	If YES, give Doctor’s Name and Address:
	     

	     
	     
	     
	  
	     

	Street
	City
	County
	State
	Zip

	16.  How did the accident happen?
	     

	     

	     

	17.  Specific body part(s) affected?
	     

	     

	     

	18.  Nature of Injury (Falling, Tripping, etc.)
	     

	19.  List Witnesses, if any
	     

	
	

	Signature
	
	Date (mm/dd/yy)
	     


	If claim is completed by someone other, than employee, give name and relationship

	Signature
	Date       

	Relationship                


                                      *Forward to Human Resource Director upon completion.

Revised 10/09

