EmpLOYEE INCIDENT/INJURY REPORT

THIS IS NOT A REPORT OF INJURY FORM. PLEASE REPORT THE INJURY ONLINE AT WWW.MEM-INS.COM OR BY CALLING 1.800.442.0593.

NAME oF INJURED EMPLOYEE Dare oF Incipent | TiME OF INCIDENT Date REPORTED
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DEPARTMENT Jos TiTLE Hire DaTE

JoB PERFORMED SUPERVISOR

EmPLOYER

MEM Poucy No.

EmpLovER ContacT NAME

EmpLover TeLePHONE NUMBER
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ExTeENT OF INJURY

0 No Inury 3 First Aip Ony O Taken 7o Cunic O Taken to ER O Famaumy

Treanng Mepical Faciury

BODY PART INJURED

DESCRIPTION OF INCIDENT

TO BE COMPLETED BY INJURED EMP-_LO‘YEL IF POSSIBLE

ANY OTHER WITNESSES? O Yes O No | Name anp PHoNe No. Name anp PHoNE No. | Name anp PHone No,
\WERE THERE OTHERS INJURED? (3 Yes O No | Name anp Prone No. Name anp PHonE No. Name AnD PHone No.
ReporT COMPLETED BY SIGNATURE Date

|TiTLE

Prone NUMBER

Submit completed form to:

Missouri Employers Mutual Insurance
P.O. Box 1810, Columbia, MO 65205

Fax: 1.800.442.0597

Email: claims@meme-ins.com

Please complete
the diagram
on reverse side.

REVISED FEB. 2013



EmMPLOYEE INCIDENT/INJURY REPORT

THIS REPORT TO BE COMPLETED BY INJURED EMPLOYEE.

NAME: DarTE:

DEPARTMENT: Joe:

MARK THE AREAS OF THE BODY WHERE YOU FEEL THE DESCRIBED
SENSATIONS WITH THE APPROPRIATE SYMBOLS FROM THE CHART BELOW.

NuMBNESS +++++ SHARP NN

BURNING X X X X X DuLL & ACHING IR X

PiNs & NEEDLES 00000 WWEAKNESS VVVVV
FRONT BACK

)

Indicate Pain Level Below

NoNE SUGHT MODERATE SEVERE UNBEARABLE

SIGNATURE: Dare:

WWITNESS: TimLe: DaTE:




