PO Box 46270 Minneapolis, MIN 55344-9956
Phone: {852} 767-0053  Fax: (952) 767-0740
Email Address: we@emploversolutionsgroup.com
First Report of Accident or Injury

RECRUITER/SUPERVISOR NEEDS TO COMPLETE THIS FORNM ASAP AFTER INJURY
Email: wg@empi&yarsoiutiensgmup.mm

Last Name: K,u\o) First and Other Names: ‘2-0 7AN
Date of Birti: \\\\‘g’( 19} doosie [ LW~ U o2\l A Stert Date at dobsite: {0 | L[ I
Saocial Security # * Position: |
Employee’s Phone (Home): | Emplovee’s Phone (Mobile): 2,(0 - U 2 7) - 725314
Dateofincident:. Q.1 819 | Time of incident: Al pid
Name of withass{es): §Wimess<es} phane #s)

{ Name of Supervisor Date and time nolified:

Cause of Injury/Source {please select ong)

}Se%eaz Applicable 1 5“"6\\0‘@93 I l()Og\(’\’b ond —(’\0\\
Type of Injuryfiliness {please selpct one)
33@3@(; - Applicable i Do (\\\\)d\(\’l

o Was the employee paid for 4+ hours the date of injury? D Yes D No

o What shift does the employee work? ST D ZRD E 3RD [%

¢ Is the empiovee missing time from work? BYGS B No

o Does the site location offer light duty work? {:} Yes [ INo

¢ Is there surveillance footage of the incident? B ves [ _Ino

¢ Did employee go to the E.R, or Clinic? E Yes D No

o Does the employes need s translator? [:jl\fes QNQ Language:

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

Lon called X ‘e e pvwessage Ao e @%@W A
on oW \{00\@@ & Do ok cougnr Wionse W \pelwe
\G\V\&\(\j one WY \als \\Qc\c\(/\

Wame and Address of HospitaliClinic where {aken for treatment: U\(\\L‘(\O NI

Hospital/Clinic Phone:

A
Recruiier/Supervisor Signature: C//@«vvwz, d_QO\/O‘W Recruiter/Supernvisor Phore:

Recrulter/Supervisor Print Name: .)YO"VV\\'Q/‘(Z/QC\JBMI 30 7) - q 20 ~ ’L" 7/5’

Recruiter/Supervisor Form 0710WC




