MISSOURI DEPARTMENT OF LABOR AND INDUSTRIAL RELATIONS P.O. Box 58

DIVISION OF WORKERS' COMPENSATION Jefferson City, MO 65102-0058
(To complete form,
REPORT OF INJURY see alfached instrictions)
EMPLOYER, [NAME, ADDRESS, INGL ZIP CODE) l GARRIER ADMINISTRATOR GEAIM NUMBER REPORT PURPOSE CODE
County of Pettis
. TiON JURISDICTION CLAYM NURBER
;:| 415 S Ohio Ave
o Sedalia, MO 65301 REPORT NUMBER
&
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" MO Asso '"f-a ST POLICY PERTOD CLAIMS ADMINSTRATOR (WANE, ADDRESS & PHONE O
oo 550¢ of Counties to CCMSI, Inc
B
e ox 234 133 S 114 §t, Ste 430
=| Jefterson Ci .
E g A ty, MO 65102 CHE({!KjF APPROERIATE St Louis, MO 63102
T -G34- SELF INSURANCE
£|2 120 Phone: 800-638-3314 Fax: 314-231-7041
o 3 CARRIER FEIN INSURANCE POLICY NUMBER HI
3| Uz~ 3 2.2
ABENT NAME & CODE NUMBER
NAME {LAST, FIRST, MIDDLE} DATE OF BIRTH SOCIAL SECURITY & DATE KIRED STATEOF HIRE
H ADDRESS (INCLUDE 21P} SEX MARITAL STATUS OCCUPATION JOB THLE
S [___I MALE [l uswarrien
& [ ] remae SINGLE DWORCED oGl OYMENT STATUS
= D UNKROWN MARRIED
m PHONE # #0OF DEPENDENTS D SEPARATED NCOCi CLASS CODE
T unaown
W |RATE PER Cloar ] monm # OF DAYS WORKEDMWEEK FULL PAY FOR DAY OF INJURY? [ Jves [no
<
S [(Jweex [ Jomer DID SALARY GONTINUE? [ hves [lwo
TRUE ENPLOYE BEGAWORK [ |, | DATE OF INIURY /ILESS | TINE OF OGGURRENGE ] ] LAST WORK DATE | DATE EMPLOYER NOTIFIED | DATE DISABILITY BEGAN
ew ' Cem
CONTAGT NAME PHONE NUMBER TYFE OF IMJURY ILLNESS PART OF BODY AFFEGTED
w DID INJURY ILLNESS EXPOSURE OCCUR TYPE OF INJURYALLNESS CODE PARY OF BODY AFFECTED GODE
(> | ONEMPLOYER'S PREMISES? D YES [:] NO
E 2iP CODE OF THE LOCATION WHERE THE ACCIDENT OR ILLNESS EXPGSURE ALL EQUIPHENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OR
o' | OCCURRED JLLNESS EXPOSURE CCGURRED
o
=
) [SPECHIC AGTIVITY THE EMPLOYEE WAS ENGAGED I WHER THE AGCIDENT OR | WORK PROGESS THE EMPLOYEE WAS ENGAGED IN WHEN AGCIDENT OR ILLNESS EXPOSURE
8 JLLNESS EXPOSURE OCCURRED GGCURRED
HOWINJURY OR ILLNESSIABHORMAL HEALTH GONDITION OCGURRED., DESORIBE THE SEQUENGE OF EVENTS AND INGLUDE ANY OBJECTS OR | CAUSE OF INJURY CODE
SURSTANGES THAT BIRECTLY INJURED THE EMPLOYEE OR MADE THE EMPLOYEE ILL
DATE RETURN TO WORK IF FATAL, GIVE DATE OF DEATH WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED?  |__JYES | ] NO
WERE THEY USED? 7 [Jves [1no
l"" — PHYSICIAN HEALTH CARE PROVIDER (NAME & ADDRESS) HOSPITAL (NAME & ADDRESS) INITIAL TREATMENT
< = 0- NO MEDICAL TREATMENT
W i 1- MINOR: BY EMPLOYER
E= 2— MINOR CLINIC HOSPITAL
3 - EMERGENCY CASE
g WITNESS {RAME & PHONE ) 4-HOSPITALIZED > 24 HOURS
i 5 — FUTURE MAJ, HED. LOST TIME ANTICIPATED
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(o]
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