STATE OF NEW JERSEY
EMPLOYER'S FIRST REPORT OF ACCIDENTAL INJURY OR OCCUPATIONAL DISEASE

INFORMATION BELOW MUST BE COMPLETED BY THE EMPLOYEE AND
THE EMPLOYEE'S SUPERVISOR IN ACCORDANCE WITH THE ATTACHED INSTRUCTIONS

Claim Number Injured Employee Last Name First Name M.l Social Security No. Date of Birth Sex
Address City County Zip Code Gross Biweekly Wage Daily Wage
Acc. Date (mm/dd/yy) Date Employee Stopped Work . Official Workstation ~ Phone No. Home
Day of Week Time [ am Dateemployee [[T] Estimate Department Phone No. Work
returned to Work
] em [ Actual
Lost work days D Estimate Occupation or Job Title Division Emergency Contact
O Actual
Place of accident or exposure Agency HR Name & Phone number

D Check if additional pages are attached

Describe how the accident occurred In detail

Describe the injury or illness and part of body affected

Identify witnesses on the second page Was employee referred to authorized physician? Name of Treating Physician
If no, explain on other side.
[] witnesses [C] Nowitnesses Yes [ No
Did this accident happen because of the action of others who are not co-employees or because of defective equipment? If so,
complete responsible party information on other side. 34:15-57.4. Workers' compensation fraud: criminal and civil penaities.
D Yes D No A person shall be guilty of a crime of the fourth degree if the person purposely or
knowingly makes, when making a claim for benefits pursuant to R.S. 34:15-1 et seq.,
Did the accident happen under normal workplace conditions? a false or misleading statement, representation or submission conceming any fact
that is material to that claim for the purpose of wrongfully obtaining benefits,
[ Yes [ONo
Are you or your spouse currently eligible for Medicare
or Medicaid benefits? [ ] Yes []No Employee's Signature Date
Information in this area to be provided by the Supervisor - Did you witness the accident? [JYes [JNo
employee's supervisor
Type of incident: gzse;igl;ase
0 - First aid or other non-recordable event :
1 - Medical treatment but not lost time
5 - Medical treatment and lost time
9 - Fatality case Do you agree with the employee's description? [JYes []No
Enter number that best describes the incident.
Fatality date if applicable: Supervisor Signature and Phone No. Date
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Explanation for using unauthorized Physician

Staff Physician's/Nurses's remarks (for agency medical staff use)
Diagnosis

Is the injury related to the accident or work exposure?  [] Accident  [[] Work Exposure

What further treatment is needed?

Date the employee is medically able to return to
work (mm/dd/yyyy) Are outside medical/pharmacy bills etc. anticipated? [JYes [7]No

Remarks

Date Signature of Physician

Witnesses to Accident

Name Address

Responsible Party Information

Name of person(s)

Identify object, machine, substance or premise

If accident caused by a vehicle, complete the following or attach copy of the RM-1 or
other vehicle accident report

EMPLOYEE'S VEHICLE OTHER VEHICLE

Year and make of car

License plate no.

Owner's name

Owner's address

Name of Insurance co. and policy no.

Driver's name

Driver's address

Was a State Vehicle Accident Report RM-1 completed and filed? []Yes [] No SeatBelt [JYes [JNo

If no, explain Cellphone [JYes []No
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