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Employee’s Report of Injury
{to be completed by the employee)

Employee’s Name: gfﬁ; e 50% @ ‘ L%nn Male] Femals ]
Last First Middle “

Date of Birth:_ 4 /5 /19b]  Telephone#( LIS ) (30 9974 fgéﬁé} )

Home Address: _ 900G wW.gel: (vtnue N

City:_lakewoed ) _ State:_ (0 Zip Code;___ ¥023 71

Name if Company: Job Title: _ Migeh: jas gpecedoc

Sectal securlty No:__385 1% 14¢¥ Rate of Pay:! [ 2.40 .

Location of Accident: Luke Nocson Hediw | (Cowbecless grind- Hychine $3 )

Name of building Area(icadmg dock)
@ Date of accident:__{ - 18- 2ollp Time of accident;___ 5. C}Qﬁym
f{g Jl’s» ,@:\ Piease descrlbe fui y huw the accadent occurred ,ﬁg {ag i,m‘f“" é*;,{ A é'm Cd e ) S
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o fhrdE k. ’Y?zﬁ Cnine Bk To inchons, gud) ;?:.fiﬁim«f 2 TS

j‘}% ) lida wggﬁzm *fw O, ot T plree e ik bt Lhoviz Gt
"5 “Hht Afrad 2l 7 4:5 e?&%{ c?f?‘ fa’-’//f‘ ladin 0 fodd L3837 fopniid /f*w,f,éé'mf >

(Canfmue on the back side, if necessas‘y}

Please describe Bos!iiy njury sustained, Be spec;f ¢ sbout body part(s) affected:
}wit; r“{ sfm o ﬁmwafsfif%‘ Lk Bk }"u ondbe el hand.

If medical treatment was provided, please include name, address, and phone # of Facility:

nia
Name of your Superviscr Piw
Name(s) of witness{es): _ J¢// [nbho. :’ffﬂ»ég/e; nd ,” hedl

{attach witness{es] r o
When did you report the accident to your Supervtsor? f :{; £y {"ﬁg Loviain, f;w ,L ;

(60,) Hom Toom Lisdin Gl Lot ol £ 955)
gk i oo 2:3- 201

(759

Signature of Employee:y ’

Employee’s Form
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yver solutions staffing group

7301 Ohms Lane / Sulte 405 / Edlina, MN 55439
Phone: {852) 767-0053  Fax: (952} 767-0740
Emall Address: we@employersolutionsgroup.com

Employee Restriction Responsibility Form

In the event that you must seek further medical attention, you are obligated to inform the
treating physiclan that Emplover Solution Staffing G roup, LLC Is willing to accommodate
muodified Job duties.

Complete an Attending Physician’s Return to Work Recommendations Record after each visit,
and drop it off the day of the appointment with the Human resources Department.

Know your restrictions and be aware of them at all times.

Please do not attempt tasks that exceed the restrictions. If a guestlion exists about the task(s) at
hand and your restrictions, advise your supervisor immediately.

The medical restrictions are in effect 24 hours per day. Exercise In your personal time to see
that the restrictions are malntained. If you have hobbles or other outside interests, consult with
the treating physician on extra restrictions and possible side effects,

Employees who conduct activitles which are Inconsistent with medical restrictions and/or
treatment patterns, either on or off the job site, are subject to disciplinary actions.

{initial), i:\,f;; ' .. | have read, understand; and agree to the above responsibilities

JF
{inklal) A | acknowledge that | have received a separate copy of this form.

¢ /i
oM fﬁ\f‘%w’) o 3-20)¢

Employkes Signature Date

. Jﬁts‘f_,,g: %&;{&

Employee p'iease print your name here

Employee Form



AUTHORIZATION FOR THE RELEASE OF INFORMATION

Re: j{?}ifg Q&Si;?f% Birthdate: 4"/6?’:%;
Address: NG W ale Ao Lelewsd €O 80227 ssNe 3059 6fF

This will authorize Employse's Chosen Medical Provider/Facility
{Medical Provider/Facility)

to release to an authorized representative of Corporate Management GrouP  and/or Emplayer Solutions Staffing
Group, LiC any and all medical and/or treatment records maintained while | am/was & pstient at the above facility ot
any and ol dotes and times, and further authorizes said entities to re-gisclose the medical records to independent
medical evaluators, vocathonal evaluators, rehabilitation providers, photocopying services, investigators, state agenties,

other relevant employers and insurers and their attorneys, and any other individual or entity related to this litigation.

The information to be disclosed is:

X Entire Medical Record for All Datas A Operative Reports

X History/Physical A Psychological Tests/Reparts

X AIDS/HIV Records K. Correspondence

X Consultation Reporis _X_  Discharge Summaries

X X-Ray/Scan Reports and Films X Diagnostic Testing Reports and Films

. Pathology Reports X Any and 3l chart notes, narrative reports, billings and
medical records

X Laboratory Reports X Mental Hlness/Chemical Dependency, and/or sicohol
abuse records

X Other (Specify)

The information is needed for the following purpose: workers' compensation.
! authorize the use and disclosure of my individually identifiable health Information as described above.

| understand that if the person or organization | authorize to recelve the information is not a health plan or health care
provider, the released Information may no longer be protected by federal privacy regulations and could be re-disclosed.
t understand that my receiving treatment, payment, enroliment or eliglbility of benefits Is not conditions! on my signing
this form.

tunderstand that | may reveke this consent at any time by notifying, In writing, the healithcare facility listed above.
Revoking this authorization does not apply to information that has already been released under this authorization.
Upon fulfiliment of the above-stated purposes, this consent will automatically expire. A photocopy or fax of this

authorizatlon is as valld as the original bearing my signature,

93‘585:.;2 3-201% i Lica < :ﬁﬁm
{Signatére of Patient or Guardian)
i

{Reiatianship to Patlent if signed by Gua rdian}

Nl

{Reason Patient is unable to sign)




employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane / Suite 405 / Edina, MN 55439
Phone: (352) 767-0053 Fax: {952} 767-0740
Email Address: we@employersolutionsgroup.com

DECLINE OF MEDICAL TREATMENT FORM

This form is only to be signed if you do not require medical attention in relation to your
report of an on the job incident.

L, _Jdegu fres e , ackniowledge that | have reported on the job
incident. The facility has offered me medical attention to be administered by the
facility's designated workers’ compensation physician. However, at this time | feel | do
not require medical attention and by signing this form | am stating that | can safely
complete the essential functions of my job without compromising the safety of my co-
workers, residents, or myself. | understand that if my condition changes in relation to
this work related incident that | must notify the facility’s administrator before seeking
any medical attention.

By signing this form | am declining medical attention by a physician at this time.

2-3- 200, d%?&%/ﬁ f 2/ 4/ 20l

Date Supgrvisor Date

Employee & Recruiter Form



- employer solutions staffing group.

Leveraging Resources in a Changing Market

7301 Ohms Lane Suite 405 Edina, MIN 55438
Phone: (952) 767-0053  Fax: {852} 767-0740
Ermail Address: we@employersolutionsgroup.com

§ : o # G
Employee’s name: _ Y L2 égn " g@:ii £ Phone Number _(0/5°¢30- 55 pad
Date of injury: __| 2% 2.0/ Date Reported, [-28- 20/(s

Please complete this Questionnaire as accuratelv as possible to help process vour injury
information. Incompletion of this form may affect or cause delay of claim.

How are you feeling now? é/é 9&{

Please tell me the nature of your injury. Where does it hurt? What type of injury? { strain, sprain, cut,
bruise, ect... f‘{ﬁ;f’» ndexlingen on Lot hond (f“}f;; Jotnt en g ) Bhod bl.ter )
71 W,:} wlh Emwé

Have you experienced an injury like this before? 7} 5}

T T ?‘%&Mﬁﬁ
Please telime Whét you were doing when the i m}ur\f occurred? j&’ ﬁé “‘{zﬂ/{/ma c é’;; Wéﬁvd

‘ﬁ? Wéfg& W Mﬁ@ M?WMZE g,{;{,gjgz m&';%f a,gmad"" et

I wt on senestly 30 T @
I@f?{,f,d?! My’??ﬁ bg?ém ,{?m ﬁﬁf(ﬁ‘;z‘ G ?ﬁiﬁgw tind aﬁa«.ﬁf:}:

Is this part of sanormal job funct;ons? if not what training ou receive prior to this Job Function?
P

What tools and equipment were you using at the time of injury?

Dipstid, ?A&)ﬁ’? ey 7 6’}/@‘%,&7’&@?@%” “’*ﬁ

Please describe the traininy ived uging this equip
. e - dp st B op wion Bl - dd s -
j&ﬁé@?ﬁ@&ckf ZZ*f@’W Mf&&aé"

Is therea i mg’grs‘g%u can te!l us aboit how the;n;ary occurred?
/Lz‘z:f B Knew phy e faal kid wion ot pt hadcm ceress {7 {wm;é,l)f
J, 5*574 ny Pt A e Al The medine hed beso, K/WW fﬂ/ﬁ( 5{;@?’

2-520/¢

Ssgn' tu{e of Empioyee Date

injured Emplovee Questionnaire



