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2] 400 Highs st oy cpLorens Report of Job Injury
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’t X CLW\ P \ 61 Workers’ compensation claim

To make a claim for a work-related injury or illness, fill out this form and give to your employer.

If you do not intend to file a workers’ compensation claim with SAIF, do not sign the signature line. Your employer will give you a copy.

1. Date of injury 2. Date you q 3. Time you began work q 4 '3 O &a m. | 4. Regularly sehedulgd DEPT USE:
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or illness: S /b / Iq left work: 6 /(g / \ on day of injury: [Jom days ofT: L«L ;}&;Sb’ =
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8. What is your illncss or injury? What part o.f the body?‘Which side? (Example: sprajned right fgot) DLcﬂ Right 9. Check here ilfyou have | Occ
Sproine d  aght Bygle more thanonejob: [] [

10. What caused it? What were you doing? Include vehicle, machinery, or tool used., (Example: Fell 19 feet when climbing an extension ladder carrying a 40-pound box of roofing materials)
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Information ABOVE this line: date of death, if death occurred; and Oregon OSHA case log number must be released to an authorized worker representative upon request.
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20. Your email address (Optional):

19. Names of witnesses: j
None ¢ Ut PantsS PWecsg. K12.202.8

L. Name angl phone number of health insurance i 4
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22, Name and a&ress of health'care provider who treated you for the injury or illness you
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23. Have you previously injured this body part? DY(‘S m\i\' " ﬂ/\ C. (

24, Were you hospitalized overnight as an inpaticnt? Dch [Z»No (V\ n W
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25, Were you treated in the emergency room? @’us D No

26. By my signature, | am making a claim for worker’s compensation benefits. The above information is true to the best of my knowledge and belicf. I authorize health carc providers and other custodians of claim records to
release relevant medical records to the workers’ compensation insucer, self-insured cmployer, claim administrator, and the Orcgon Department of Consumer and Business Services. Notice: Relevant medical records include records
ol prior treatment for the samc conditions or of injurics to the same arca of the body. A HIPAA authorization is not required (45 CFR 164.512(1)). Release of HIV/AIDS records, certain drug and alcohol treatment records, and other
records protected by state and federal law requires separale authorization. I understand I have a right to sec a health carc provider ol my choice subject to certain restrictions under ORS 656.260 and ORS 656.325.
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. Even if the workgr d{es #sh ( a qlaj aintain a copy of this form.

30. Employer legal 31. Phone: 32, FEIN:
businessname:  County of Yamhill School District 29J - Newberg School District (503) 555-4501 936001119
S
=
Q
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33. If worker leasing company, 34. Client
list client business name: FEIN:

35. Address of principal place 36. Insurance

ofbusiness (ot PO. Box): 714 E. 6th St., Newberg, OR 97132 policy no.: 50011

37. Street address from which 38. Nature of business in which worker is/was
worker is/was supervised: ZIP: supervised:

ﬁ 39. Address where "
e —— Local gov't - K-12 edu
—| 40. Was injury causcd by failurc of a machine or product, or by a person other than the injured worker? [Ives D No 41. Class code:
—_—
i ; 42. Were other workers injurcd? [ es Ono 43, Did injury occur during course ] unknown [(Jves D No 44. OSHA 300 log case no:
\ and scope of job?
45. Date employer 46. Worker’s 47. Date worker 48, If fatal, date
(\ knew of claim: weckly wage: § hired: of dcath
ot -
=N 49. Relurn-to-work status: Not returned [7] ] gzlgslar /] O ]I\)/lao[?ﬁed !/ Ifmodified work, is it tegular hours and wages? [“JYes [ ] No
S ) . .
i By my signaturc, T acknowledge [ am responsible for notifying my workers' compensation insurance company within five days of knowledge of the claim 1 understand [ may not restrict the worker’s choice of or access fo a health
care provider. IT [ do, it could result in civil penalties under ORS 656.260.
50, Employer 51. Name and title 52. Date:
signature: (please pring): /]
OSHA requirements: Employcrs must report work-rclated fatalitics and catastrophes to Orcgon OSHA cither in person or by telephone within cight hours, In addition,
80 1 cmploycrs must report any in-patient hospitalization, 1oss of an cye, and any amputation or avulsion that results in bone or cartilage loss Lo Orcgon OSHA within 24 hours.

See OAR 437-001-0704. Call 800.922.2689 (toll-free), 503.378.3272, or Oregon Emergency Response, 800.452.0311 (toll-free), on nights and weekends,
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