Upsher-Smith Laboratories, Inc.

EMPLOYEE'’S INCIDENT REPORT

(Complete Entire Form)

Date of Injury/lliness: 42 3" 17 Time of Injury: 230 (1AM LPM

Your Name: ’]/\[Jl & Jan & Social Security Number: 4 83-17-¢ 72 &

Your Address: 1000 5 mller Ly La‘ffew'?“ O 507%46
Address State Zip Code

Date of Birth: __ () 16/ 81 Home Telephone: (319 ) ‘?36 6 % 5¢ Work Telephone: () 4///A
Marital Status: [ ] Married IE/Not Married Location: [ ] Minneapolis aner ] Field

JobTitle: _ T €l 1l Department: ,4?('0 ducte
Date of Hire: 1/ 9/17 Name of Supervisor: ‘50,/4( [
Number of hours worked per day: g Per Week: 40

Time shift started on date of Injury: ___{(,+ 0 ¢ A/ To whom do you report: __H 0.A / Reye”
What were you doing at time of Injury? C’t’cqu j 5[7, I

Is this part of your normal job?: B/Yes [] No Location of accident: __Chem/ci [ § Jora g
When did you first notice the pain? ! 3 5
Give a description of the accident: ! Wr"fj \lf @ ﬁfi’) £l

What part of the body was injured (be specific, example: right hand, index finger)?: R 05h / 9 w0l

{ ac C {Attach Physician's Statement of Workability if available)
Name of Witness(es): ] 04/ I/ H ed
Did you miss any work?: [ ] Yes [ ] No First day of lost time:

If still off work, when will you return?:

Did you seek medical treatment for this injury? \If 8/9
Where were you first treated for this Injury/lliness (Clinic and Doctor)?:

Are you still under a Doctor’s care: [ ] Yes [ ] No How long:

Have you been injured before with the same/similar injury?: [] Yes [] No

If yes, please give date and describe Injury:

y% G 9% 6230 _Akeliz
Your Sfin

aturg” Daytime Phone Number Date

PLEASE RETURN THIS FORM TO YOUR MANAGER IMMEDIATELY



