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where possibilities grow

EMPLOYEE INFORMATION

Name Department
Job Title How Long in Current Job? | Supervisor's Name
Incident Date Incident Time Incident Location Time Workday Started
Describe What You Were Doing & How Incident Occurred (attach additional pages if needed)
Witness Names (attach contact information for non-employees)
INJURY INFORMATION . < |F No INJURY, CHECK HERE
Type of Injury (check all that apply)
Amputation [ ] Animal bite/sting [ 1 Bruise [] Burn
Chest pain [ Concussion 1 Contagious disease exposure [ Crushing
Cut/laceration Dislocation 1 Electric shock 1 Foreign body
Fracture Hearing loss [ Heart attack [ Heat exhaustion/sun stroke
Hernia/rupture [ Infection [ Puncture [ Rash/dermatitis
Respiratory injury/inhalation [ || Scratch/abrasion [ Sprain/strain [ Vision
Other (explain)
Body Part(s) Injured (check all that apply)
Ankle (L or R) Arm (LorR) Back Chest
Ear(LorR) Elbow (L orR) Eye (LorR) Face
[ Finger Foot (L or R) Hand (L or R) Head
Hip (L or R) Knee (L or R) Leg (LorR) Mouth
[ 1| Neck Scalp Shoulder (L or R) Skull
[ Stomach Teeth Toe Wrist (L or R)

[ Other (explain)

PROPERTY DAMAGE/LOSS INFORMATION
Type of Property, Equipment or Material

[l — IFNo DamaGE, CHECK HERE

Describe Damage
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NATURE OF ACCIDENT INFORMATION

Motor vehicle accident Caught infon/between objects Contact w/ extreme temp Disease exposure

Fall to different level Fall on same level Inhalation/absorption/ingestion Slip (not a fall)
Strain/overexertion Struck against an object Struck by flying object Struck by moving object/person
Other (explain)

RooT CAUSE INFORMATION (CHECK ALL THAT APPLY)

Unsafe Acts Unsafe Conditions Management Deficiencies
Improper work technique Poor workspace design or layout Lack of written procedures or policies
Safety rule violation Congested work area Safety rules not enforced
Improper PPE or PPE not used Hazardous substances Hazards not identified
Operating without authority Fire or explosion hazard PPE not available
By-passing safety devices Inadequate ventilation Insufficient worker training
Failure to lockout or tagout Improper material storage Insufficient supervisor training
Failure to secure or warn Proper tool or equipment not available Improper maintenance
Improper loading or placement Insufficient knowledge of job Inadequate job planning
Improper lifting Slippery conditions Inadequate workplace inspection
Servicing machinery in motion Poor housekeeping Inadequate equipment
Horseplay Excessive noise Unrealistic scheduling
Unnecessary haste Inadequate guards of hazards Other (explain)
Intoxication/substance abuse/medication Defective tools or equipment
Improper tool or equipment use Insufficient lighting
Unsafe act of others Inadequate fall protection
Other (explain) Weather conditions

Other (explain)
Date You Reported Incident | Who You Reported It To Did You Receive Medical | Name & Address of Treating Physician or Facility
Treatment?
Employee Signature Date Signed
Report Received By Whom Date Report Received

Notice to Employee — Complete this form & give it to your supervisor as soon as possible after the
incident.
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(This notice must be posted 1n a conspicuous place readily accessible to the employee at all times.)

PANEL OF PHYSICIANS
OFFICIAL NOTICE

This business operates under the Georgia Workers' Compensation Law.

WORKERS MUST REPORT ALL ACCIDENTS IMMEDIATELY TO THE EMPLOYER
BY ADVISING THE EMPLOYER PERSONALLY, AN AGENT, REPRESENTATIVE,
BOSS, SUPERVISOR, OR FOREMAN.

If a worker is injured at work, the employer shall pay medical and rehabilitation expenses within the limits of the law. In some cases the
employer will also pay a part of the worker's lost wages..

Work injuries and occupational diseases should be reported in writing whenever possible. The worker may lose the right to receive
compensation if an accident is not reported within 30 days (see O.C.G.A. § 34-9-80).

The employer will supply free of charge, upon request, a form for reporting accidents and will also furnish, free of charge, information
about workers' compensation. The employer will also furnish to the employee, upon request, copies of board forms on file with the
employer pertaining to an employee's claim.

A worker injured on the job must select a doctor from the list below. The minimum panel shall consist of at least six physicians,
including an orthopedic surgeon with no more than two physicians from industrial clinics (see O.C.G.A. § 34-9-201). Further, this panel
shall include one minority physician, whenever feasible (see Rule 201 for definition of minority physician). The Board may grant
exceptions to the required size of the panel where it is demonstrated that more than four physicians are not reasonably accessible. One
change to another doctor from the list may be made without permission. Further changes require the permission of the employer or the

State Board of Workers' Compensation.
The insurance company providing coverage for this business
under the Workers” Compensation Law is:

PO Box 898

TPA CorVel Corporation

Insurer Name

Duluth, GA 30096

(800) 275-8836

address

Concentra Medical Centers
Occupational Medicine
1045 Sycamore Drive

Decatur, GA 30033
(404) 501-4270

PHYSICIANS’ NAMES

Atlanta Bone & Joint Specialists
Orthopedics/Orthopedic Surgery
2801 N. Decatur Rd, Suite 200
Decatur, GA 30033
(404) 296-5005

phone

Georgia Eye Partners
Ophthalmology/Ophtal Surg
200 East Ponce De Leon Ave, Ste 200
Decatur, GA 30030

(404) 298-5557

name/address/phone

First Medical Care
Primary Care
2536 Lawrenceville Hwy
Decatur, GA 30033
(770) 934-6832

name/address/phone

Resurgens Orthopaedics
Orthopedics/Orthopedic Surgery
487 Winn Way, Ste 100
Decatur, GA 30030
(770) 491-3003

name/address/phone

Dekalb Surgical Associates
Surgery - General
2665 N Decatur Rd, Ste 730
Decatur, GA 30033
(404) 508-4320

name/address/phone

Peachtree Immediate Care-Decatur
Urgent Care
1834 Clairmont Road Ste 100

Decatur, GA 30033
(404) 634-4443

name/address/phone

Caduceus USA

Urgent Care/Occupational Medicine

3975 Lawrenceville Hwy Ste A

Tucker, GA 30084
(770) 270-8112

name/address/phone

name/address/phone

name/address/phone

(Additional doctors may be added on a separate sheet)

IF YOU HAVE QUESTIONS PLEASE CONTACT THE STATE BOARD OF WORKERS’' COMPENSATION AT 404-656-3818 OR 1-800-533-0682 OR VISIT http://www.sbwc.georgia.gov

Willfully making a false statement for the purpose of obtaining or denying benefits is a crime subject to penalties of up to $10,000.00 per violation (O.C.G.A. §34-9-18 and §34-9-19).
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