Berkley Risk Administrators Company, LLC

February 08, 2008

JOHN HEMMINGER Claim No: 1000026635
1600 NORTH DR. Employee: JOHN HEMMINGER
SIOUX FALLSSD 57117, Lo -+ Employer:- - ‘Employer Solutions Staffing
- Group LLC
Date of injury: "~~~ 01/30/2008

Sacial Security No: 503984292

We hiave received a First Report of Injury from your e‘m‘pl‘oYer indicating that you may have received a
work-related injury and may be eligible for workers™ compensation benefits.

Please thoroughly complete the reverse side of this form, being as specific as possible, and return it
promptly. In doing so, you will have provided information to aid in processing your claim.

MANDATORY FRAUD NOTICE

A person who submits an application or files a claim with intent to defraud or helps
commit a fraud against an insurer is guilty of a crime. Minnesota Statute 60A.955.

PO Box 59143 @ Minneapclis, Minnesota 55459-0143 {612) 766-3000 Fax: (866) 340-5549
‘Egual Opportunity Employer . )
A BERKILEY COMPANY sy
@



Statement of Facts

Name Address 1600 NORTH DR. SIOUX FALLSSD Phone
JOHN HEMMINGER 57117
EMPLOYEE
Date of Birth Marital Status Social Security No.503984292
10/23/1981 A ]
14 _.%'F
Name of Employer - Nam“g‘ Foreman/Supervisor
Employer Solutions Staffing Group LLC S\ %\\ C)fb"féy an
EMPLOYMENT | Number of ho-& worked per day% Numnber of days worked per wesk: &
Wage per ho jo o2 What hours do you nommally work? '7 - 3'.%0 ™
Earnings from another source or employer? ‘\} ong Are you self-employed? Ly
at isgtheqnaiure of your present frouble, and what parts of your bady are invoived? If applicable, left or rlght?
/}——-’\‘ W Gs QMS‘*‘ =2 a}’tu%zc pde oy o I
Chenicals Fhat We use.
When did the trouble first stant? Give the specific date and hour.
INJURY Explain fully and exactly what you were doing, what happened to you at the time your trouble staried, and where you were
when it occurred. ?[}» mmb Y@S\'Y\ v M&Vés
Whan did you notify your employer'?samm Where and to whom did you report? TE:Q}\ C ko : )
Give names of witnesses: I(-?.V\Y\\J ‘ T, Q ’
Give specific time lost from work due to WILL EMPLOYER PAY
this injury. Also, indicate on line below the DATE # OF HOURS THIS TIME}«%FS(S? REASON FOR TIME LOSS
Y name of the physician who authorized \ 2 YES k) NO O
DISABILIT restrictions and/or time lost from work. /3) D( 3‘(\ 'DQ Q.'}‘Df'* U}-_r, ;‘-’-
) W YES[] NO[]
- L ]
When did you return to work or when do you expact to return to work? i ] 30 /OS
?
Whero st you ecove veamen? D10 ¢ 5 fore Mingn Viedesal hasoiial
Date you first saw doctor? Who sent you to a doctor? r m
How many times did you treat? Zﬂ ddb{( Are you still treating? ]\[ 7
MEDICAL Are you fully recovered now? 1/ < Did you hurt any other part of your body?
Give names and address of do fors who treated you: ? o 4
name: Pypromow Medica{ Qrowp  sess {iestone, M Slled/
Name: Address: \
P X
Have you had similar trouble to the same body parl(s) in the past? J\/O I Date ofinjury: %)D/O 8
When did you last treat for this past condition? \ ;7 - 0? Were you given permanent restricions? —
Were you given a permanent partial disability rating? —— If so, what percentage?
Give names and address of doctors who freated you:
PAST Name: M PN O Address: 5\ 0\}\\?{ w5 % D
MEDICAL Name: Address:
What olher conditions or injuries have you treated for or have been hospitalized for in the past? (Attach sheet if necessary)
Describe the nature of trouble and dates of ocourrence:
Was a machine involved with this injury? If so, what type of machine?
EQUIPMENT Mo |
Does your employer own this machine? I/\ /ﬁ Is the machine defective in any way?
What hobbies, sports or leagues do you participate in?
HOBBIES | 2} Z
AV 4
Signature of Employee Date Signed
SIGNATURE
MMJ/W//(/ },,




