Attachment IV
STATE OF CALIFORNIA

ACKNOWLEDGMENT OF RECEIPT
OF THE DWC-1

TO: Departmental Employee

SUBJECT: Acknowledgement of Receipt of the DWC-1, Workers’ Compensation
Claim Form & Notice of Potential Eligibility

Attached is a Workers’ Compensation Claim Form & Notice of Potential
Eligibility (DWC-1). Your supervisor or manager is required to provide this
form to you upon receiving notification of a work-related injury or illness.

When you receive the DWC-1, complete this form and return it to your
supervisor or manager.

You must complete the DWC-1 if you want to pursue a claim for a work-
related injury or iliness. The District is self insured. Therefore, BUSD
uses a Third Party Administrator who is responsible for making all liability
determinations regarding your claim. JT2 Integrated Resources (Third
Party Administrator) determines liability using available medical
documentation and relevant facts.

Supervisor’s Section: The supervisor must complete this section. Enter
the date the DWC-1 was sent to the employee by certified mail.

When the employee returns this form, forward it to the Office of Risk
Management, Attention: Workers Compensation Specialist at: 2134
Martin Luther King, Jr. Way, Berkeley, CA 94704.

EMPLOYEE’S ACKNOWLEDGMENT OF RECEIPT

This is to acknowledge that | have received a DWC-1, Workers’ Compensation Claim Form & Notice of
Potential Eligibility.

I'understand that if | want to pursue a claim for a work-related injury or illness, it is my responsibility
to complete the DWC-1 and return it to my supervisor.

EMPLOYEE NAME DATE OF INJURY OR ILLNESS

DATE DWC-1 RECEIVED EMPLOYEE SIGNATURE»

SUPERVISORS SECTION

DATE DWC-1 SENT “CERTIFIED MAIL" SUPERVISOR’S SIGNATURE»




Workers® Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclamo de Compensacion de Trabajadores (DWC 1) y Notificacion de Posible Elegibilidad

H you are injurcd or become il either physically or mentally, because of

your job, inchiding mjurics resulting from a workplace orime. you may he
entitled to workers™ compensation benefits. Attached ix the form for filing
a workers™ compensation ¢lahm with youwr cruployer. You should read all
of the information below. Keep this sheet and all other papers for your
records, You may be cligible for some or all of the benefits histed
dependig on the nature of your clann. Hf required you will be notitied by
the claiims administrator. who s responsible for handling vour claim,
about vour chuibility for benefits,

To file a clami, complete the “Employee”™ section of the form. keep one
copy and give the rest to your cmployer. Your cmployer will then
complete the “Employer™ section, give you a dated copy. keep one copy
and send one to the cliims administrator. Benefits can’t start until the
clamns administrator knows of the injury. so complete the forn as soon as
possible.

Medical Care: Your claims administrator will pay all reasonable and
necessary medical care for your work inpury or iliness. Medical benefits
may include treatment by a doctor. hospital services, physical therapy. lab
tests, x-rays. and medicines. Your clamms administrator will pay the costs
dircetly so you should never see a bill. There is a hmit on sonre medical
Serviees.

The Primary Treating Physician (PTP) is the doctor with the overall
responsibility for treatment of your injury or illness. Generally your
cemployer selects the PTP yvou will see Tor the first 30 days. however, i
spectficd conditions, you may be treated by your predesignated doctor or
medical group. 11 a doctor says you still need treatment alter 30 days, vou

may be able to switeh to the doctor of your choice. Different rules apply if

your employer is using a Health Care Ovganization (HHCOY or a Medical
Provider Network ¢MPN) A MPN s a sefected network of health care
providers to provide treatment to workers injured on the job, You should
receive information from your employer if you are covered by an HCO or
a MPN. Contact your employer for more information. H your employer
has not put up a poster describing vour rights to workers™ compensation.
you may choose your own doctor inmediately.

Within one working day afier you file a claim form. your employer shall
anthorize the provision of all treatiment, consistent with the applicable
treating guidehines. for the alleged injury and shall continue to be fable
for up to $10.000 1n treatment until the clann is aceepted or rejected.

Disclosure of Medical Records: After you make a claim for workers'
compensation benelits. your medical records will not have the same level
of privacy that you usually expect. I you don’t agree to vohmtarily
release medical records, a workers™ compensation judge may decide what
records will be released. 11 you request privacy, the judge may “scal”
(keep private) certain medical vecords,

Payment for Temporary Disability (L.ost Wages): Il vou can't work
while you arc recovering from a job injury or illness, for most injurics you
will reecive temporary disabitity payments tor a mited period of time.
These payments may change or stop when your doctor says you are able
to retwrn to work. These benefits are tax-free. Temporary disability
payments are two-thirds of your average weekly pay, within minimuins
and maxunums sct by state law, Payiments are not made for the first three
days you are off the job unless yvou are hospitalized overnight or cannot
work for tnore than 14 days.

Return to Work: 1o help yvou to return (o work as soon as possible, you
should actively  communicate  with  your wreating  doctor.  claims
admmistrator. and employer about the kinds of work you can do while
recovenng. They may coordinate efforts to return you to modificd duty or
other work that s medically appropriate. This modified or other duty may
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St UL se destona o se enferma, ya sea fisicamente o mentalmente. debido a
su trabajo, mcluyendo lesiones que resulien de un erimen en ¢l Tugar de
trabajo, es posible que Ud. tenga derecho a benelicios de compensacion de
trabajadores. Se adjunta ¢l formulario para presentar un reclamo de
compensacion de triabajadores con sy empleador. Ud. debe leer toda la
informacion a continwacion.  Guarde csta hoja v todos Jos demas
documentos para sus archivos.  Is posible que usted reiina los requisitos
para todos os heneficios. o parte de ¢stos, que se enmneran, dependiendo
de faindole de suoreclomo. Siose requicre. ef admmistrador de reclamos,
quicn es responsable por ol mancjo de su reclamo. fe notificard sobie su
clegibifidad para benelicios.

Para presentar um rechuno, Hene la seecion del formulario designada para o
“Empleado.” gnarde una copia y déle el resto a su emipleador, Fntonees,
su empleador completurd fa seecion designada para ¢l “Erpleador.” e dara
a Udo una copia fechada, puardara wna copia. v enviard una al
administrador de reclamos. Los bencficios no pucden comenzar hasia, gue
el administrador de reclamos se entere de la lesion, asi que complete ¢l
formulario lo antes posible.

Atencion Médica: Su administrador de reclamos pagara toda la atencion
médica razonable y necesaria, para su lesion o enfermedad relacionada con
chirabajo. Es posible que los beneficios médicos incluyan ¢l tratamicnto
por parte de un médico. los servicios de hospital, la terapia fisica. Jos
analisis de laboratorio vy las medicinas.  Su administrador de reclamos
pagara dircctamente los costos, de manera que usted nunca verda un cobro.
Hay un Himite para ciertos servicios médicos,

El Médico Primario que le Atiende-Primary Treating Physician PTP os
el médico con la responsabilidad total para tratar su leston o enfermedad.
Generalmente. si empleador seleeciona al P77 que Ud. verd durante Tos
primeros 30 dias. Sin embargo. en condiciones especificas. os posible que
usted pucda ser tratado por su mdédico o grupe mdédico previamente
designado. S1 ¢l doctor dice que nsted agn necesita tratamicnto despucs de
30 dias. cs posible que Ud. pucda cambiar al médico de su preferencia. Tlay
reglas differentes que se aplican cuando su emipleador usa una
Organizacion de Cuidado Médico (HCO) o una Red de Provecdores
Médicos (MPN). Una MPN ¢s unu red de proveedores de asistencia médica
seleccionados para dar fratamiento a fos trabajadores lesionados en el
trabajo. Usted debe recibir informacion de su empleador si su tratumiento
e cubierto por una HCO o una MPN. THable con su cmpleador para mas
iformacion. Stosu empleador no ha colocado un cartel deseribiendo sus
dercchos para la conpensacion de trabajadores. Ud. pucde scleccionar o su
propie médico imneditamente,

Dentro de un dia después de que Ud. Presente un formulario de reclumo, su
empleador antorizari todo tratamiento médico de acuerdo con Jas pautas de
tratamicnto aphicables a fa presunta fesion v serii vesponsable por $10.000
e tratamicnto hast que ¢l reclamo sea aceptado o rechazado.

Divuigacién de Expedientes Médicos: Despuds de que Ud. presente un
reclamo para beneficios de compensacion de trabajadores. sus expedicntes
mcdicos ne tendrdn ¢l mismo nivel de privacidad que usted normalniente
cspera. - St Ud no estd de acwerdo en divulgar voluntariamente los
expedicntes médicos. un fuez  de compensacion de  trabajadores
posiblemente  dectda qué expedientes se revelaran,  Si Ud. solicita
privacidad, s posible que ¢l juerz “selle™ (mantenga privados) ciertos
expedientes miédicos,

Pago por Incapacidad Temporal (Sueldos Perdidos): Si Ud. no pucde
trabajar, micntras se esta recuperando de una lesion o enfermedad
relacionada con el trabajo, Ud. recibird pagos por meapacidad temporal
para fa mayoria de las Jesions por un period limitado. Ls posible que estos
pagos cambien o paren, cuando s médico diga gne Ud. estd en condiciones
de regresar a trabajar. Estos beneficios son fibres de impuestos. Los pagos




Workers® Compensation Claim Form (DWC 1) & Notice of Potential Eligibility
Formulario de Reclamo de Compensacion de Trabajadores (DWC 1) y Notificacion de Posible Elegibilidad

be temporary or may be extended depending on the natire ol your injury
or ilincss.

Payment for Permanent Disability: 11 & doctor says vour inpury or
iless results mea permanent disability, vou may yeceive additional
payments. The amount will depend on the tvpe of injury, yonr age.
oceupation. and date of njury.

Supplemental Job Displacement Benefit (SIDB): 1 you were injured
after /1704 mud you have a permanent disability that prevents you fiom
returning to work within 60 days alter your temporary disability ends. and
your employer does ot olfer modilied or aliernative work, von may
quality for a nontransferable voucher payable 1o a school for retraining
and/or skall enhancement. 10 you qualify, the claims administrator will
pay the costs up to the maximum set by state law based on yonr
pereentage of penmanent disability.

Death Benefits: 1 the mjury or illness causes death, payments may be
made to relatives or household members who were financially dependent
on the deceased worker,

It is_illegal for veur emplover to punish or fire you for having a job
injury or iliness, Tor filing a clain. or testifying in another person's
workers' compensation case (Labor Code 132a0. 1 proven, you may
receive lost wages, job reinstatement. imcercased benefits, and costs and
expenses up to himits set by the state.

You have the right to disagree with decisions aflecting yonr claim. H you
have a disagreement. contact your claims administrator first (o see if yon
can resolve it I you are not receiving henelits. you may be able to get
State Pusability Insurance (8D benefits. Call State Eaiployment
Developiment Department at (800) J80-3287.

You can obtain {free bformation from an mformation and assistance
officer of the State Division of Workers” Compensation (DWC), or yon
can hear vecorded information and a hist of Tocal offices by calling (800)

You can_ consult with ap attorney. Most attormeys olfer one fiee
consultation. If you decide to hive an attormey. his or her fee will be taken
out of some of your benefits. For names of workers' compensation
attorneys, call the State Bar of California at (415) 53%-2120 or go to their
web site at www.califerniaspecialist.org.
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por ncapacidad temporal son dos tercios de su pago semanal promedio.
con cantidades minimas y maximas establecidas por Tas Jeyes estatales,
Los pagos no se hacen durante fos primeros tres dias en que Ud. o trabaje.
a menos gue Hdo sea hospitalizado una noche o no pueda trabagar duante
mas de 14 dias.

Regreso al Trabajo: Para ayudarle o regresar a frabajar lo antes posible.
Hd. debe comunicarse de manera activa con el inédico que le atienda. ol

adnumstrador de reclamos y el empleador. con respecto a las clases de
trabajo que Ud. puede liacer mientras se recupera. Es posible que elos
coordinen esfuerzos para regresarle a un trabajo modificado. o 1 otro
trabajo. qne sea apropiado desde el punio de vista médico. Pste trabajo
modificado u otro trabajo podrin ser temporal o podria extenderse
dependiende de Ja indole de su lesion o enfermedad.

Pago por Incapacidad Permanente: Siel doctor dice que su lesion o
cnfermedad resulta en una ncapacidad permanente. os posible que Ud.
reciba pagos adicionales. La cantidad dependera de fa clase de lesion, sn
cdad. su ocupacion y la fecha de la Tesion.

Beneficio Suplementario por Desplazamicnto de Trabajo: Si Ud Se
lesiono después del 171704y tiene una incapacidad permanente que e
impide regresar al trabajo dentro de 60 dias después de gue los pagos por
meapacidad temporal tenminen. vy su empleador no oltece un trabajo
modificado o alternativo. es posible que usted reima lox requisitos para
recibir un vale no-transferible pagadero a una cscucla para recibir un nuevo
entrenmmiento y/o mejorar su habilidad. Si Ud. redne los requisitios, el
adimimistrador de reclamos pagard Tos gastos hasts un maximo cstablecido
por las leyes estatales hasado en su porcentaje de incapacidad permanente,

Beneficios por Muerte: Sila lesion o enfermedad causa ln muerte, es
posible que Tos pagos se hagan a los paricntes o a las personas que viven on
¢l hogar y que dependian ceondncamente del trabajador difunio.

Es ilegal que su empleador le castiguc o despidu, por sulviy una lesion o
enfermedad en ¢l trabajo. por presentar un reclamo o por testilicar en ¢l
caso de compensacidn de trabajadores de otra persona, (B Codigo 1aboral
seecion 1320 De ser probado. usted puede recibir pagos por pérdida de
sucldos. reposteion del trabajo. aumento de bencficios v gastos hasts los
Ihnites establecidos por el estado.

Ud. tiene derecho a no estar de acuerdo con Tas decisiones que afecten su
reclamo.  Si Ud, tiene un desacuerdo, primero comuoniquese con su
administrador de reclamos para ver si usted piede resolverlo. Si asted no
estd recibiendo beneficios, es posible que Ud. pueda obtener beneficios del
Seguro Estatal de Ineapacidad (SDI). Llame al Departamento Estatal del
Diesarrollo del Empleo (EDD) al (800) 480-32K87.

Ud. pucde obtener informacion gratis, de un oficial de informacion v
asistencia. de o Division Istatal de Compensacion de Trabujadores
(Division of Workers™ Compensation DIPC) o pucde  escuchar
informacion grabada, asi como una fista de oficinas locales Hamando al
(800) 736-7401. Ud. también puede consultar con la pagina Web dJe la
DWC en www.dwe.ca.gov.

Ud. puede consultar con un abogado. La mavoria de los abogados
ofrccen una consulta gratis. 51 Ud. decide contratar a un abogado. los
honorarios serdn fomados de alpunos de sus benelicios.  Para obtener
nombres de abogados de compensacion de trabajadores. Hame o s
Asociacion Estatal de Abogados de California (Stare Bar) al (415) 538-
2120, 0 consulte con la pagina Web en www . californiaspecialist.org.




State of California
Department of Industrial Relations
DIVISION OF WORKERS™ COMPENSATION

Estado de California
Departamento de Relaciones Industriales
DIVISTION DE COMPENSACION AL TRABAJADOR

WORKERS' COMPENSATION CLAIM FORM (DWC 1) PETITION DEL EMPLEADO PARA DE COMPENSACION DI,

TRABAJADOR (DWC I)

Employee: Complete the “Employee™ scction and give the form to Empleado: Conmplete la seccion “Empleado™ v entreewe la forma a su
. . P 4 P . ‘ ,
~ ~ Cpepn P N P a 5 a 3 n wsnte T ” N 5 5 0 e
your employer. Keep a copy and mark it “Employee’s Temporary emipleador. Quédese con la copia designada “*Recibo  Temporal  del

Receipt” until you receive the signed and dated copy from your em-
ployer.  You may call the Division of Workers' Compensation  and
hear recorded information at (800) 736-7401. An explanation of work-
ers' compensation benefits is included as the cover sheet of this form.

Empleado™ hasta que Ud. recibala copia firmada y fechada de su empleador,
Ud. puede Hamar a lu Division de Compensacién al Trabajador ol (800) 736-
7401 para oir informacion gravada.  Eu fa hoju cubieria de esta
forma esta la explication de los beneficios de compensacian al rabajador.

You should also have received a pamphlet from your employer de-
seribing workers” compensation benefits and the procedures to obtain
them.

Ud. también deberia haber recibido de su empleador un folleto describiendo los
benficios de compensacion al trabajador lesionado v los provedinientos para
obtenerios.

Any person who makes or causes (o be made any knowingly false
or Traudulent materinl statement or material representation for

Foda uquella persona que o proposite haga o cause que se produzca
cualguier declaracion o representacion material falsa o fraudulenta con el
the purpose ol obtaining or denving workers” compensation bene-
fits or pavments is guilty of a felony.

fin de obtener o negar beneficios o pagos de compensacion a trabajadores
lestonados es culpable de un erimen mayor “lelonia™.

Employee—complete this section and see note ahove  Empleado—complete esta seccian y note la notacion arriba.

1 Nasne. Nonihr Voduy's Dite. Fecha de Hoy

- Home Address, Direccion Residenl

0 Onv. Credad Stve, Lstado Zap. Ceidignr Poseal

4 Date of Ingury. Fecha de Ta lesin facedine) Fime of Inpury. Hora en que o tirri S .t
5 Address and desenption of where wmurey happened. (reccion/ingar donde ocenrso el accidenti

fa Diesoribe umury and part of bady aftected. Deseriba L lesion s parte del cierpn afeetdida

7 Soctal Security Number, Nwmero de Segnro Sociad del Foipleadio

b Sigmature of emplovee. P del empleadeo

Emplover—complete this section and see note below, l-,'nqu‘adnr-‘t‘umﬂh‘u‘ esta seccion v note la notacion ahajo.

9. Name of employer. Nombre del empleadon Berkeley Unified School District

100 Address, Direccion, 2134 Martin Luther King Jr. Way, Berkeley, CA 94704-1180

L Date employer fiest knew ol inguey, Feclue en gue el empleador supe por prontera ves de fa lesion o acedente
120 Date chum lorme was provided w emplovee. Feola ed gue se te entrega al empleade L peticion

13, Dute employer recewed clivm borme Feolia en gue of empleadeo devolvio la peticion al empleador

14 Name and address ol INSUFATCS CImer or -IIHII‘-HIIL' dpency Nombre v direcewon de o (VLT de seviroy o QUEeNCid aunnnstraera de seenriy

JT2 Integrated Resources: P.O. Box 8021, Pleasantion, CA 94588
15, Insurance Policy Number. B7 numtero de la poliza de Seguro Sell-msured

16, Signature of employer representative. Formeg del representante del enmpleados

17 Titde. Tirulo 1%, Telephone, Teléfono

Employer: You are required to date this form and provide copies to Empleador: Se requiere que Ud. feche esta fornia y qite provéa copias a su com-
your insurer or claims administrator and to the employce. dependent paiila de seguros, administrador de reclamos, o dependientelrepresentante de recla-
or representative who filed the claim within one working day of mos y al empleado que hayvan presentado esta peticion dentro del plazo de un _dia

receipt of the form from the employee. habil desde el momento de haber sido recibida la forma del empleado.

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

] Employer copy/Copia del Empleador i Employee copy/ Copia del Empleado L Claims Admini strator/Administrador de Reclamos W Temporary Receipt/Recibo del Empleado

6/10 Rev.



The statement of a(n):
WlTN ESS LISTUDENT
LIEMPLOYEE
: . STATE M E NT LIVOLUNTEER
v/ )
\ ]
\\&E&Ti‘fy [Form RM-04] Rev. 12/2009 DgltlSwZ:OR

NAME: DRIVERS LICENSE D/L ISSUING
NUMBER: STATE:

STREET WORK

NUMBER: PHONE:

CITY, STATE HOME

and ZIP: PHONE:

LOCATION of INCIDENT (i.e. address, particular part of the building, etc. — include as much detail as possible)

WHERE WERE YOU in RELATION
to the INCIDENT WHEN it OCCURRED?

DATE: TIME: WAS ANYONE INJURED
AM / PM | in THIS INCIDENT?: [ves CIno [Junknown
NAME of INJURED PARTY: TYPE of INURY
(if applicable) IF KNOWN:
DO YOU PERSONALLY KNOW the INJURED | NAME of KNOWN RELATIONSHIP
or anv INVOLVED PARTIES? ] vEs [] PARTY (if appl.): (if appl.):

DESCRIBE HOW the INCIDENT OCCURRED (include complete names of parties involved and make sketches, if appropriate):

[ ]skeTcH oN BACK

DESCRIBE ANY APPARENT DAMAGE to PROPERTY

IN YOUR OPINION WHAT WERE the ROOT CAUSES of the INCIDENT:

DISTRICT EMPLOYEE MOST EMPLOYEE
FAMILIAR WITH THIS INCIDENT: CONTACT PHONE:

FAX or E-MAIL a COPY of this completed form to RISK MANAGEMENT at: (510) 877-8348
FOR INFORMATION THAT WILL NOT FIT ON THIS FORM, PLEASE ATTACH ADDITIONAL SHEETS.

WITNESS WITNESS DATE:
NAME: SIGNATURE:

INTERVIEWER's INTERVIEWER's DATE:
NAME (if. appl.): SIGNATURE:




S U P E RV I S O R, S DDlREg‘"er:a:mem -
REPORT S

[CJLEAD/ COORDINATOR.

X&,ﬁbr ‘ \op‘*/ ’
%\”ﬁiﬁ/ [Form RM-05] Rev. 06/2011 ClOther:
EMPLOYEE'S NAME: JOB TITLE: SOCIAL SECURITY NO:
Wl HOME ADDRESS: WORK
PHONE:
CITY, STATE HOME
and ZIP: PHONE:
SEX: [ ] Male [ ]Female DATE OF BIRTH: EMPLOYMENT STATUS: [ ] Perm/Full Time [ | Perm/ Part-time [ ]Substitute
[19mo [ ]10mo[ 111 mo[ ]12mo [ ]Other:

LOCATION of INCIDENT (i.e. address, particular part of the building, etc. — include as much detail as possible)

WHERE WERE YOU in RELATION
to the INCIDENT WHEN it OCCURRED?

DATE YOU WERE NOTIFIED: TIME: WAS ANYONE ELSE INJURED

AM / PM | in THIS INCIDENT?: Clves Clnvo Clunknown
NAME of OTHER INJURED PARTY: TYPE of INURY/ILLNESSS
(if applicable) IF KNOWN:
Was there any PROPERTY DAMAGE ? Does the employee need to seek medical Was employee referred to CompanyNurse
Clves Cno treatment? Yes[ ] No [ ] (if applicable.):

DESCRIBE HOW the INCIDENT OCCURRED (include complete names of parties involved and make sketches, if appropriate):

[IskeTcH oN BACK

DESCRIBE ANY APPARENT DAMAGE to PROPERTY (What was damaged and describe damage, i.e., : truck bumper, dented; car windshield,
cracked)

IN YOUR OPINION WHAT WERE the ROOT CAUSES of the INCIDENT:

Has employee missed any time from work? Yes[ ] No[ ]Whatwas last day ofwork: __ /[ / Have you provided a claim form to the employee with a work comp

Has employee retumed to work? Yes[] No[ ]Whendidtheyretumtowork /| packet?: Yes[ ] No[ ]When was form provided: __ /  /

This form must be completed immediately upon knowledge of an accident and submitted to Risk Management at:
(510) 877-8348 or e-mail to: risk@berkeley.k12.ca.us. FOR INFORMATION THAT WILL NOT FIT ON THIS FORM,
PLEASE ATTACH ADDITIONAL SHEETS. Thank you.

SUPERVISOR’S SUPERVISOR’S DATE:
NAME: SIGNATURE:

JOB TITLE: WORK LOCATION: WORK PHONE:




This report is for a(n): The affected party is a(n}: LOCATION CODE:
R E PO R T Of [0 ACCIDENT [IsTUDENT ;
' N C I D E NT 1 INJURY ClemPLOYEE  INGIDENT NUMBER:
[1 ILLNESS [TVOLUNTEER ‘
D Repon Onky QV'SITOR CLAIM NUMBESR (M appl)
y [check all that apply] .
[Form RM-03] Rev. 7/2010 [Jother: ot k'
&l FuLL JOB TITLE
5 NAME (if applicable):
o
HOME WORK
ADDRESS: PHONE:
CITY, STATE HOME
and ZIP: PHONE:
| | INCIDENT DATE of
i ADDRESS: INCIDENT:
S | crry, sTate TIME of:
3 and ZIP: INCIDENT AM [ PM
~| | DESCRIBE the ACTIVITY OCCURING
) JUST PRIOR to the INCIDENT:
::‘ [ [#1] CONTINUED on BACK
a DESCRIBE HOW the
< || INCIDENT OCCURRED:
%,
)
X
- [ 21 CONTINUED on BACK
B
J[=| OBUECT, EQUIPMENT or CHEMICAL
;}\‘; THAT DIRECTLY CAUSED HARM:
}“5 MANAGER or SUPERVISOR CONTACT
Ny IN CHARGE at TIME of INCIDENT: PHONE:
21 | witness name WITNESS
?é (if applicable): PHONE:
WITNESS NAME WITNESS
3 (if applicable): PHONE:
“|a| DESCRIBE any INJURY
or ILLNESS (DIAGNOSIS):
ffi? SOUGHT Yes / No| TREATED inan Yes / No| HOSPITALIZED OVERNIGHT DATE of DEATH
Nl TREATMENT? EMERGENCY ROOM? as an INPATIENT? Yes / No | (if applicable):
B’
/2| HOSPITAL or CLINIC PHYSICIAN:
|2 NAME and CITY: NAME:
2| FIRST AID GIVEN PHYSICIAN
W at the SCENE: PHONE:
~|% SCHEDULED  From: To: LOSTTIME | DATES From: To:
g WORK HOURS AM/PM AM/pPM| from WORK? MISSED
SIGNING THIS FORM DOES NOT NECESSARILY CONSTITUTE ACCEPTANCE OF A CLAIM. : %

ATTENTION: This form contains information ralating o empicyee health and must be used in & manner that profects the o

emplayaes o the fulles! oxtent

possible white the information is being used for cccupotiona! safely and health purposes. Sae p.q. 8 CCR. § 14300 29(b)(6)-{10).
Within 7 days of knowledge that a “recordable” injury or lliness has occurred, supenvisons musl ensure thal this form, or the CalfOSHA Form 301, are complated
EAE.ELE:E&LLL‘ZQE[ of lhns completed form to RISK HANAGEMENT at (510) 27 :-&3 Yyel :
L | | L !

NAME and TITLE of REPORTING PARTY:

SIGNATURE:




