FIRST REPORT OF INJURY OR ILLNESS LA B TITY SENT TO DIVISION DATE

DIVISION RECEWVELD DATE

FLORIDJ-_\ DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS' GOMPENSATION
For assistance call 1-800-342-1741

orcontact your focal EAQ Cffice
Report all deaths withini 24 hours 1-800-218-8953 ar (850) 9228953

PLEASE PRINT OR TYPE ) - . . N . EMPLOYEE INFORMATION . .
NAME (First, Middle, Las0) ' ; Socal Secudly Number Tiate of Ancidenl (Month Day-Yeart e of Accident _
: , N ) . [ am [ pm
HOME ADDRESS EMPLOYEE'S DESCRIPTION OF ACCIDENT {Intiwde Gauss of injury)
StreetiApt #: ; '
City: State: ", Zips
TELEPHONE AeaCode  Number
OCCUPATION TNIURYALLNESS THAT GCCURRED PART OF BODY AFFECTED
DATE OF BIRTH .
. - | o OOwm O F .
= " EMPLOYER INFORMATION
FEDERAL 1.D. NUMBER (FEIN) DATE FIRST REPORTED (MonVDay ¥ car)
COMPANY NAME:
D.B.A: . ) . .
_ NATURE OF BUSINESS FOLICYMEMBER NUMBER
Street:
City: . Staitet Zip: )
TELEPFONE AeaCode  Wumber DATE EMPLOVED PAID FOR DATE OF INJURY
: ' ! J ves O ne
_ TAST DATE EMPLOVEE WORKED ~WItL YOU CONTINUE TO FAY VIAGES INGTERD OF

EMPLOYER'S LOCATION ADDRESS ¢ different} WORKERS ComP? [ vES

f ! :
Street .

_ RETURNED To WorK [ ] vBS NO LAST DAY WAGES WILL BE PAID INSTEAQ OF
City: State: 2ip: IF YES, GIVE DATE U U WORKERS' COMP
LOGATION # {If applicable} ' ; ‘ /
— _ ' “DATE OF DEATH {If appiicabic) RATE OF PAY 1R WK

PLAGE OF AGCTDENT (Street, City, Stite, Zip) = =

i i $ PER
Street . ) ) O oar {7 wmo

: RGREE WITH DESCRIPTION OF ACCIDENT?
City: - . Stater - Jip: Numer of hours per day
N .. YE! NI
COUNTY GF ACCIDENT [ ves C o Nuniber of hours per week
Number of days per week

Any persen who, krnowingly and with intens to Iniuﬁ. defraud, or deceive any e:ﬁplnyer or employee, insurance company, or self-insured program, files a
staternent of claim containing any false or misleacing information commits insurance fraud, punishable as provided in s. 817.234. Section 440.105(7),

NAME, ADDRESS AND TELEPHONE
OF PHYSICIAN OR HOSPITAL

i r‘1alve reviewed, understand and ack ledge the above
EMPLOYEE SléNATURE {If available o sign) . DATE
. EMPLOYER SIGNATURE DAYE AUTHORIZED BY EMPLOYER E| vEs [ No

CLAIMS-HANDLING ENTITY INFORMATION

3 1(2) Denied Case - DWC-12, Notice of Dreniai Attached

[ 2. Medical Only which became Lost Time Case (Complete all required information in #3)

[ 1b) Indemnity Only Benied Case - DWG-12, Notice of Denial Attached Employee's 8™ Day of Disability f )
Entity's Knowledge of 8™ Day of Disabiiity f i
{1 3. Lost Time Case - 1st day of disability . I I Full Salary in lieu of comp? [] YES  Ful Salary End Date I !
Date First Payment Mailed i) ! AW Comp Rate

OrTr O7T-8% OTP OB [0 PT 3 DEATH [1 SETTLEMENT ONLY

Peralty Arrount Paid in 1% Paymend § . Interest Amount Paid in 1% Payment §
REMARKS: INSURER NAME
; .. CLAIMS-HANDLING ENTITY NAME, ADDRESS & TELEPHONE
INSURER CODE # EMPLOYEE'S CLASS CODE EMPLOYER'S NAICS CODE
SERVICE CO/TPA CODE # CLAJMS-HANDLING ENTITY FILE #

" Fom OFS FZDWC- {03/2009) Rk 690-3.025, FAT,




DWC-1 Purpose and Use S_tatement

The collection of the social security number on this form is
specifically authorized by Section 440.185(2), Florida
Statutes. The social security number will be used as a unique
identifier in Division of Workers' Compensation database -
systems for individuals who have claimed benefits under
Chapter 440, Florida Statutes. It will also be used to identify
information and documents in those database systems

- regarding individuals who have claimed benefits under
Chapter 440, Florida Statutes, for internal agency tracking
purposes and for purposes of responding to both public
records requests and subpoenas that require production of
specified documents. The social security number may also be
used for any other purpose specifically required or
authorlzed by state or federal law.



