The

CINCINNATI INSURANCE COMPANIES

The Cincinnati Insurance Company            The Cincinnati Indemnity Company

The Cincinnati Casualty Company       The Cincinnati Life Insurance Company

EMPLOYEE'S REPORT FOR WORKER'S COMPENSATION

Full Name:         Social Security Number:          Age:   
Address:         Home Phone:      
Date Hired:  MM/DD/YYYY   Hours Worked per Week:       Hourly Rate: $        Weekly Wage: $     
Marital Status:  FORMDROPDOWN 
   Number of Dependents:       Date of Injury: MM/DD/YYYY
Time of Injury:        FORMDROPDOWN 
  Location of Injury:      
Location of Injury (continued):         Your Height and Weight:      
Have you missed work due to injury?  FORMDROPDOWN 
   If Yes, exact number to date:        

If Yes, First day missed: MM/DD/YYYY   Have you returned to work?  FORMDROPDOWN 
   If Yes, when? MM/DD/YYYY
How long employed by present employer?         Previous Employer:      
Accident reported to employer?  FORMDROPDOWN 
   Name of person reported to:      
Occupation of injured person:  FORMDROPDOWN 
   If Other, please specify:      
What were you doing when the injury occurred?  FORMDROPDOWN 
   

If Operating Air Tools or Other, please explain:      
Were there any Jobsite Hazards which contributed to this injury/accident?  FORMDROPDOWN 
   If Yes, please explain:

     
     
     
Were you using any tools, equipment or machinery at time of injury:  FORMDROPDOWN 
   If Yes, please explain:

     
     
     
Did equipment fail?  FORMDROPDOWN 
   Was safety equipment available?  FORMDROPDOWN 
   Was safety equipment used?  FORMDROPDOWN 
  Used properly?  FORMDROPDOWN 

Type of injury:  FORMDROPDOWN 
   If Other, please explain:      
Part of body injured:  FORMDROPDOWN 
   If Other, please explain (be specific):      
Have you ever injured that part of your body before?  FORMDROPDOWN 
   If Yes, give details and dates: 

     
     
     
How injured?  FORMDROPDOWN 
   If Other, please explain:      
Explain in detail how accident/injury occurred:      
     
     
     
     
     
     
Did anyone see the accident/injury?  FORMDROPDOWN 
   If Yes, give names and addresses of witnesses:

     
     
Please list the names and addresses of your treating doctor's and/or hospital:

     
     
     
     
     
     
How many visits to the doctor so far?        Are future visits expected?  FORMDROPDOWN 
   If Yes, how many?     
Have you Treated with same doctor before?  FORMDROPDOWN 
   If Yes, give details and dates: 

     
     
     
Have you had any previous Worker's Compensation injuries?  FORMDROPDOWN 
   

If Yes, please give details of accident, dates, injury treatment/surgeries and lost time: 

     
     
     
     
Do you have any pre-existing medical conditions for which you are being treated?  FORMDROPDOWN 

If Yes, please give the length, details of your pre-existing conditions and treatment:

     
     
     
     
Any additional information or comments:

     
     
     
     
     
     
Injured Employee's Name:      
Date: MM/DD/YYYY
To e-mail this document to Premier Risk Services: Click on FILE on the toolbar and a new menu will open.

Go to Send To, then click on Mail Recepient.  Enter our e-mail address sandieh@pibrokerage.com in the To box.

Subject: Claims. Press send.

