Employer’s Accident Report
(formerly: Employer's First Report of Accident)
Virginia Workers® Compensation Commission
1000 DMV Drive Richmond VA 23220

See instructions on the reverse of this form

Reason for filing VW file number
Tha boves .
to the right | Insurer code Insurer location
are for the
use of the Insurer claim number
fnsurer

| Employer |

1. Mame of emplayer (trading a3 of doing business ua, if applicable)

1. Fedenal Tax [dentification Mumber

3. Employer's Cave No. (il applicable)

4. Mailing sddress

3. Location (if different from mailing address)

6. Parent corporation /Policy Named Insured (il applicable)

7. Mature of business

1. Mame of [niwrer and Address

9. Policy aumber

10. EfTeciive dawe

[ Time and Place of Accident |

—

L. Ciry or county where accident cocurred | 12, Date of injury

13. Hour of mjury

Lm p-m.

14, Dute ol incapacity-

15. Hour of incapacity

16, Was employee paid in full for day of injury?

(] ve [ ~

o

17. Was employee paid in full for day incapacity began?

DYuDHn

18, Dute injury or illness reported | 19. Person to whom repored

20. MName of other witneta

21. If Mawal, give date of death

]_Eﬁpln}ru [

21. Mume of employee (Last, Firsy, Middle) 13. Phone number 4. Sex
Male [] Female
15, Address 26, Date of birth 27. Marial stabug
(O singe [0 Divorced
28. Social secunty number

O Maried [0 widowed

9. Occupation al time of injury or illneas 30. Department 31. Number of dependent
children
31. How long in current job? 13, How long with current employer? 4. Wu employee paid on & piece work
ot hourly basis? [] piecework [[] Hourly
33. Hours worked 3§, Dayy woriced 37. Value of perquisites per week
per day per week Food/meals Ledging Tips Other
1. Wages per bour 39, Earnings per week (ine. overtime) '
1 5 5 3 5 5
| Nature and Cause of Accident |
40, Machine, tool, ¢r object causing injury o illress 4. Specify part of machine, e1c.
42. Deseribe [ully how injury of illness oocurred
43. Describe nature of injury of illness, including parta of body afTected
44, Physicuon (name and addres) 43, Hodpiwl (name l.nd .ldd.ru:l',i
46, Probable length of disabilicy 47. Has employee retumied ) Ir 45, At what wage? 49. Cm uﬂ'_u.lt date?
z o work? D Ye D No | yes F;
40. EMPLOYER: prepared by (name, signature, Gitle) 3 : 51 Dm1 52 l‘hmg pumber
33. INSURER: (name of processar) N i 34, Dute Vg | MO 15, Phone number
. ". - ke 4 - 5'. : '..'". o s . A

55, THIRD PARTY ADMINISTRATOR (if applicable} | 57. Address . Fod 58 Phone number

: i S . L o E

. . L ..; e W . N i - ;I--.._!_'l .-1‘5;_.‘..... R L ..-"1‘:1- A g %. 3 ‘-C'-;'IL-...' . - il o

This report Is requilred by the Virginla Workers’ Compeasation Act [ .- %7 7in: ' i Employér's Accident Report

- VWC Ferm Na. ¥ frev. ¥1/99)




