PO Box 46270 Minneapolis, MN 55344-8356
Phone: {852) 767-0053  Fax: {952} 767-0740
Email Address: we@employersolutionsgroup.com
First Repeort of Accident or injury

RECRUITER/SUPERVISOR NEEDS TO COMPLETE THIS FORM ASAP AFTER INJURY
Email: wq@empiay&rsoiutiansng;g;.com

Last Name: A—{\’\/{X‘ A First and Other Names: | pr \A,{\M
Date of Bt 1o l |5 , lO’ q‘g}em;{e; Star Date at Jobsite: 8 I (,P:l"t |3

Social Security . B ﬁ"' ’%p:}gg’g | Pasitian: M&Y\\f—@ﬂ o N ne

Employee’s Fhone (Home):  Employee's Phone (Modiiey BY T ~ 6 -QP 50

Diate of incident: { ( (ol |B | Time of incident: aml ] Pl
Name of witness{es) %Witness{es} phong #(s):
{ Name of Supsrvisor Date and fime notifisd:

Cause of Injury{Source {please select ong)

}Seéect Applicable }

Type of Injuryliliness {please select ong)

fSeiect Applicable I LCLW}—(’, W+ \‘\" an O\JV\Y,\%LG\/ m‘ N

o Was the employee paid for 4+ hours the date of injury? D Yes D No
o What shift does the employee work? iST D IND D 3RD X
o Is the empioyes missing time from work? m Yes [ ]wo

o Does the site location offer light duty work? [ves [Tine

0 Is there surveillance footage of the incideni? S ves [ _IwNo

o Did emiployee go to the ER, or Clinic? E} Yes {j No

o Does the employee need a translator? m\’es ﬁ?\&c Language:

INJURY DETAILS: {Describe the incident in detall and which body part(s) that are affected. Please be specific).
Describe how injury{(s} occurred - please be specific:

b o nezzle Come losse Hroyn fae hose ‘C@Lwi(\bm
hose o Shile Lea bvne 1 Hhe onlle, She was
cent Yo o bl Vi o

Name and Address of HospitalfClinic where taken for treatment:

Hospital/Clinic Phone:

Recruiter/Supervisor Signature: QOVYML M Recruiter/Supsrvisor Phone:

Recruiter/Supervisor Print Name: /rn ANLD %/p LA / /50 /6.— qza — /(/Z (D/

Recruiter/Supervisor Form Q710WC



