WORKERS COMPENSATION — FIRST REPORT OF INJURY OR ILLNESS

EMPLOYER (NAME & ADDRESS INCL ZIF)

City of Frankfort
P.0. Box 697
Frankfort, KY 40602

INDUSTRY CODE EMPLOYER FEIN

CARRIER/ADMINISTRATOR CLAIM NUMBER | OSHA LOG NUMBER REPORT PURPOSE CODE |
| JURISDICTION JURISDICTION CLAIM NUMBER
INSURED REPORT NUMBER
" EMPLOYER'S LOCATION ADDRESS (IF DIFFERENT) LOCATION #
PHONE# |

CARRIER/CLAIMS ADMINISTRATOR

CLATMS ADWINISTRATOR (NAWE, ADDRESS & PHONE NO) ]

SPECIFIC ACTIVITY THE EMPLOYEE
LLNESS EXPOBURE OCCURRED

THE EMPLOYEE OR MADE THE EMPLOYEE (LL

DEPARTMENT OR LOCATION WHERE ACCIDENT OR ILLNESS EXPOSURE
OCCURRED

OCCURRED

(NAME, ADDRESS, )] POLICY PERIUb
Health Smart Health Smart
Attn: Sue Martin . Attn: Sue Martin
220 Lexington Green Cr. 214 i 7 220 Lexington Green Cr. 214
g K

Lexington, KY 40503 [ P Lexington, KY 40503

[ CARRIER FEIN POLICYISELF-INSURED NUMBER ADMINISTRATOR FEIN
AGENT NAME & CODE NUMBER
EMPLOYEE/WAGE -
NAME (LAST, FIRST, MIDDLE) DATE OF BIRTH SOCIAL SECURITY NUMBER DATE HIRED STATE OF HIRE
ADDRESS (INCL Z1P) SEX MARITAL STATUS OCCUPATION/JOB TITLE

M| MALE [1] m‘mm EMPLOYMENT STATUS
] FEMALE W] mARRIED
UNRNOWN 8| SEPARATED

| PHONE ¥ OF DEPENDENTS ﬂ UNKNOWN NCCI CLASS CODE
RATE DAY MONTH DAYS WORKEDAWEEK | FULL PAY FOR DAY OF INJURY? YES NO
PER: WEEK OTHER: DID SALARY CONTINUE? YES H NO
OCCURRENCEfTREATMENT . . % = . _ , -
TINE EMPLOYEE AM DATE OF INJURYALLNESS TIME OF OCCURRENGCE AM LAST WORK DATE l DATE EMPLOYER DATE DISABILITY
BEGAN WORK - - NOTIHED BEGAN

PM { ) CANNOT BE PM
DETERMINED
CONTALT NAMEJPHONE NUMBER TYPEOF fil PART OF BODY AFFECIED
DI0 INJURYALLNESS/EXPOSURE OCGUR ON ENPLOYER'S TYPE OF INJURY/ILLNESS CODE " PART OF BOLD)Y AFFEGTED CODE
PREMISES? ) o ) ;
YEB NO :

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS EXPOSURE

HOW INJURY OR L LNESS/ABNORMAL REALTH CONOITION OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT DIRECTLY INJURED

CAUSE OF INJURY CODE

FORM 1A-1(r 1-1-02)

TE RETURN(ED) TO WORK IF FATAL, GIVE DATE OF YE5 NO
WERE THEY USED? | YES NO
PHYSICIANHEALTH CARE GER [ GSPITAL OR OFF SITE TREATMENT (NAME & ADDRESS) THITIAL TREATMENT
0| NOMEDICAL TREATMENT
1| MINOR: BY EUPLOYER
2| MINORCLINICHOSP
. EMERGENCY GARE
4 | HOSPITALIZED > 24 HOURS
5| FUTURE WAJOR MEDIGNL/
| WITNESSES (NAME & PHONE #)
[ DATE ADMINISTRATOR NOTIFIED | DATE PREPARED | PREPARER'S NAME & TITLE PHONE NOMBER |
SEE BACK FOR IMPORTANT INFORMATION ®IAIABC 2002



