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Employee Name:
Date of Injury: __ DOB:
Injured Worker Instructions

On your first Pharmacy visit, please give this notice to any pharmacy listed on this insert. This will
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https://www.cdc.gov/drugoverdose/data/overdose.html

	State_Self_Insurance_Fund_First_Fill_Letter_3bab8c0eabc4b.pdf
	Accident_Illness_Report.pdf

	Name: 
	Age: 
	Address: 
	
	Name of witnesses if applicable: 
	Contact: 
	Note If you seek nonemergencyurgent care treatment from a medical provider other than WSUs approved providers: 
	If Yes please provide the date: 
	The dates of the employees lost work days run from: 
	If Yes please provide the date_2: 
	Date of report: 
	Prepared by: 
	Extension: 
	unclass: 
	 prof: 
	 employee: Off


	was treatment required yes: Off
	was treatment required no: Off
	date admitted: 
	other hospital emergency room (name and address): Off
	other physician ( name and address): Off
	other emergency room name and address: 
	date admitted to other emergency room: 
	employee returned to work yes: Off
	employee return to work no: Off
	will follow up medical treatment be needed yes: Off
	will follow up medical treatment be needed no: Off
	is employee on regular duty: Off
	is employee on light duty: Off
	Did employee die yes: Off
	did employee die no: Off
	employee name: 


