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Employer's Accident Report
(Formerly Employer's First Report of Accident)
Virginia Workers' Compensation Commission
1000 DMV Drive Richmond VA 23220
See instructions on the reverse of this form

File rur
The boxes JREasON for Filing e mber
1o the right ligirer cone Trsurer focation
are for the
use of the
(insurer ciaim number
insurer

Emplover [

1. Name of employer {irading as or Going business a5, f applicabie)

2 Federal Tax Identiication Number. [3 Employer's Gase No. (if applcable)

3 Wiailing address

5 Location (i different from mailing address)

& Parent corporation / Poiicy Named Insured (f appicabie)

7_Name of business.

5. Name of Insurer and Adaress

5 Policy number T Efecive date

“[ Time and Place of Accident

A

11. Gty or county where accident oocurred] 12 Date of injury.

13 Hour of injury | 14. Date of incapacity | 15 Hour of incapacity

6 Was employee paid in full for day of mjury?.

[Jves [ no

[T7 Was employee paid I full Tor day incapacily began?
Bl v Clne

18 Data njury or lness reported |19, Person 1o whor reporied

30, Name of other witness T TTTatal, give date of death

1 Employee -

22 Name of smpioyes (Last First Vi)

24 Sex

[ ] wate [ Femae

23 Phone number

[25. Address

[27. Marital status

[ s [ pivorcea

26, Date of birth

38, Social security number

[ mariea ] widowea

[29- Occupation at time of injury or illness,

50 Department 31 Number of dependent

chidren
32 Fow long i currentjob? 33 How Tong with current employer? |4, Was crployee pard on & pece work
or hourly basis? Piece work Hourly
35 Tours worked 136 Days worked 37 Value of perauiies per week
per day per week Food/meals Lodging Tips Other
(38 Wages per Fowr 55 Eammings per week Tae overtimne)
Pt 5 s s s $

[ Nature and Cause of Accident |

40, Machine tool, or object causing injury or iliness

41 Specify part of machine, etc

T2, Describe fully how ijury or fliness occurred

43 Describe nature of imury o illness, including parts of body affected

43 Physician (name and address)

45 Hospital (name and adaress)

46 Probable lengih of dis

ity [F7- Has employec retumed

i 148, At what wage? [49. On what date?
$

to work? ves [ wofves
50 EMPLOYER: prepared by (name, Signature, ) 51 Da 52 Pirone nuber
T INSURER processed by BT 55 Prione number
56 THIRD PARTY ADMINISTRATOR G spplcabie] 57, Address 58 Phone number

This report is required by the Virginia Workers' Compensation Act

yer's Accident Report
Form No. 3 (rev. 9/1/99)

1
i

u




