M=M Rerort oF INJURY FOrRM

InJURY REPORTING AND CLAaims INQuiry HortLINE

1.800.442.0593
Fax 1.800.442.0597 WessITE: www.mem-ins.com

Empiover (Name & Aooress IncL Zip)

Carrier/AominisTrator CLaim Numser

Report Purpose Code

JurisoicTion Jurisoicrion Cram Numser
g Insurep Report Numser
S
EmpLover's Location Aooress (IF Diererent) Locarion
SIC Cobe  |Emeover FEIN Prione
Carrier (Name, Aooress & Prone No) Poucy Periop Cuams Aoministrator (NAME, ADDRESS, & PHONE No)
Missourt EmpLovers Mutuat To
2 101 N. Keene STREET
% COLUMBIA, MO 65201 %R IF APPROPRIATE
& 1.800.442.0593 Seie INSLRANCE
E‘é %CARRIER FEIN Poticy/Setr-Insureo Numser Aoministraror FEIN
JJ

Acent Name anp Cope Numser

Name (Last, First, MipoLe) Date oF BirtH SociaL Security Numser Dare Hiren Stare o Hire
Aooress (IncL Zip) Sex MariTaL Status Occuparion/Jos Tine
s I Mace [ Unmarrien/Sincle/Divorce
=
g [E) Femace Magrieo Emprovment Status (1.e. FutL e, PART-TIME, ETC)
o
z (T [S] SepaRraTED
® Unknown
NCCI Cuass Cooe
PronEe No or Depenpents
w | Rare No. or Davs Worken/Week
2 P Dy O Monm
é‘ O Week O Ormves Fur Pavror Davor Inury? O Yes O No
Dip Saary Conrinue? Uy O No
Tme Eeovee &AM [Dave oF INIURY/ILLNESS TiMe oF QCCURRENCE O am Last Work Dare | Date Emprover Nomriep | Dare Disagiury
Becan Work O pMm Opm
Conract Name/Prone Numser TvPe OF INJURY/ILLNESS Parr oF Booy AFFECTED
Dip Inwury/luess Exposure Qccur 0O Tvee Or Intury/Iuness Cope Pagr or Booy Arrecten Cope
On EMpLOVER's Premises? Yes L1 No
DerarvenT or Location WHere Accipent or luness Exposure Occurren AL Equipment, MateriaLs, or ChemicaLs EmpLovee was USING WHEN ACCIDENT
or luness Exposure Occurren
(5%}
F3
& | Seearic Acnviry THE EmpLoYeE was ENGAGED IN WHEN THE ACCIDENT OR Work Process THe EmpLOYEE Was ENGAGED IN WHEN ACCIDENT
o
=B= ILness Exposure QCCURRED or ILness Exposure Occurren
=
o

How Iniury or Iuness/AsnorMAL HEATH Conpimion OccurReD. DEeSCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY
INjureD THE EmpLovee Or MADE THE EMPLOYEE ILL.

Cause oF InjuRy

TREATMENT

Dare Rerurn(ep) To Work IF Farat, Give Dare Or Dearr Were Sarecuaros or Sarery Equipment Provioen? Ol Yes O No
Were THey Usen? OYss O No
Privsician/Heatri Care ProviDEr (NAME & ADDRESS) HospimaL (Name & ApDRESS) INMIAL TREATMENT

Witness (Name & PHone #)

No MepicaL TREATMENT
[0 Minor: By EmpLovee
[21 Minor: Cunic/Hospima
3] Emercency CaRe

Hosprmauzeo Grearer THan 24 Hgs

Future Major MepicaL/
Losrt TiMe ANTICIPATED

Date Aoministrator NoriFiep

OTHERS

Dare PrepARED

PrepArer's NaME & TimLe

Prione Numser

The shaded portions will be completed by Missouri Employers Mutual. White areas to be completed by policyholder.
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