State of California
EMPLOYER'S REPORT OF

Preferred Employers Insurance
OCCUPATIONAL INJURY OR ILLNESS

Fax: 619-688-3913 Email: firstreport@peiwc.com

Pl — i TG TN

Mail: Preferred Employers Insurance, PO Box 14817, Lexington, KY 40512

OSHA CASE NO.

]

FATALITY

Any person who makes or causes to be made any
knowingly false or fraudulent material statement or
material representation for the purpose of obtaining or
denying workers compensation benefits or payments is
guilty of a felony.

California law requires employers to report within five days of knowledge every occupational injury or illness which results in lost time beyond the
date of the incident OR requires medical treatment beyond first aid. If an employee subsequently dies as a result of a previously reported injury or
illness, the employer must file within five days of knowledge an amended report indicating death. In addition, every serious injury, iliness, or death
must be reported immediately by telephone or telegraph to the nearest office of the California Division of Occupational Safety and Health.
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(mm/ddlyy) i i | | u | IPM | |AM | IPM OCCUPATION
11. UNABLE TO WORK FOR AT LEAST ONE | 12, DATE LAST WORKED (mm/ddlyy) 13. DATE RETURNED TO WORK (mm/ddlyy) 14. IF STILL OFF WORK, CHECK THIS BOX:

FULL DAY AFTER DATE OF INJURY?

Yes No

15. PAID FULL DAYS WAGES FOR DATE OF
NJURY OR LA
DAY WORKED? D Yes

16. S, Y BEING CONTINUED?
Yes No

17. DATE OF EMPLOYER'S K|
INJURY/ILLNESS (mm/ddlyy)|

NOWLEDGE /NOTICE OF

18. DATE EMPLOYEE WAS PROVIDED CLAIM FORM
FORM (mm/ddlyy

|

AGE

|
N e —
J 20. LOCATION WHERE EVENT OR EXPOSURE OCCURRED (Number, Street, City. Zi 20a. COUNTY 21. ON EMPLOYER'S PREMISES? DAILY HOURS
u Yes No |
R
Y 22. DEPARTMENT WHERE EVENT OR EXPOSURE OCCURRED. e.q.. Shipping department. machine shop. 23. Other Workers injured or ill in this event?
Yes No DAYS PER WEEK
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* Confidential information may be disclosed only to the , former employee, or their personal representative (CCR Title 8 14300.35), to others for the purpose of processing a workers' compensation or other insurance

claim; and under certain circumstances to a public health or law enforcement agency or to a consultant hired by the employer (CCR Title 8 14300.30). CCR Title 8 14300.40 requires provision upon request to certain state and
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