
Employee Injury Notification Signature Chain
(used in conjunction with Employee Report of Injury)

Employee Name:  
Injury Date:


Brief Explanation: 
 


Was Medical Care Received:  Yes / No

Physician’s Name/Address/Telephone Number:  


Return to Work Attached:  Yes / No

Employee Signature:  
Date:


Department Head Signature:  
Date:


City Administrator Signature:  
Date:


Date Claim Filed with Workman’s Comp Carrier:  


Date Reviewed by Incident Review Committee:  _____________________________________


Employee Injury Notification Signature Chain
(used in conjunction with Employee First Report of Injury)

Employee Name:  
Injury Date:


Brief Explanation: 
 


Was Medical Care Received:  Yes / No

Physician’s Name/Address/Telephone Number:  


Return to Work Attached:  Yes / No

Employee Signature:  
Date:


Department Head Signature:  
Date:


City Administrator Signature:  
Date:


Date Claim Filed with Workman’s Comp Carrier:  


Date Reviewed by Incident Review Committee:  _____________________________________
The Work Status Report/Medical Service Form must be provided to the supervisor or City Administrator after every medical visit.





The Work Status Report/Medical Service Form must be provided to the supervisor or City Administrator after every medical visit.








