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Workers’ Compensation Injury Report
Today’s Date: ____________________________

Employee Name: _________________________ Date of Injury: ________________Time: ______________am/pm

Date & Time Reported: _____________________________________________________________________________

Employee Social Security Number: __________________________________________________________________

Home Address:____________________________________________________________________________________________



     Physical Address Only - No PO Boxes

____________________________________________________________________________________________________

Home Phone: _________________________________  Cell Phone: _________________________________________

Supervisor: ____________________________________  Shift urs:__________________________________________

Hourly Wage: $________________ Hours Worked Per Week: ________________  Days Worked: ___________

Department Assigned To: ___________________________________________________________________________

Department Where Injury Occurred: _______________________________________________________________

Body Part Injured: __________________________________________________________________________________

Describe how the injury/incident occurred: _________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Witness Name(s) & Phone Number(s): _______________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Clinic/Hospital First Taken: ________________________________________________________________________

Clinic/Hospital Phone:______________________________________ Fax: ___________________________________

Person Filling out this Form: _______________________________________________________________________

13950 Cerritos Corporate Drive, Suite A, Cerritos, CA 90703-2468

Phone: 800.466.8951 • Fax: 800.494.6829 • www.PetraRiskSolutions.com

Petra Pacific Insurance Service, Inc. • Lic. #0817715



