Send the specified copies to your
Workers' Compensation Insurance Carrier
and the injured employee.

*Employers - Do not send this form to the
Texas Workers' Compensation Commission, unless
the Commission specifically requests a direct filing.

SUPERVISOR’S INJURED EMPLOYEE INVESTIGATION FORM

1. Name (Last, First, M.l.) 2. Sex 15. Date of Injury (m-d-y) 16. Time of Injury 17. Date Reported
w5
AM{] ]
3. Social Security Number 4. Home Phone 5. Date of Birth (m-d-y) 18. Nature of Injury* 19. Part of Body Injured or Exposed* (Left or Right)
(432)
6. Does the Employee Speak English?  If No, Specify Language 20. How and Why Injury/lliness Occurred
YES[] NO []
7. Race i 8. Ethnicity H f 21. Was employee 22. Has an accident similar to this happened before?
White [] i B doing histher YES O
Black (]  Asian [ Native American [] Other O it NG YES D Noi]
9. Mailing Address  Street or P.O. Box 23. Worksite Location of Injury
City State Zip Code County
Andrews Texas 79714  Andrews
10. Marital Status City State Zip Code
Married (1 Widowed [ Separated O Single [0 oivercea [J Andrews Texas 79714
11. Number of Dependent Children 12. Spouse's Name 24. Cause of Injury (fall, tool, machine, etc.)*
13. Doctors Aftention Required 25. List Witnesses
YEs [] Nno []
14. Doctor: 26. Assignment: 27. Injured lost 28.#Yrs 28. Supervisor's
Time from Work Employ: Name
Date of Doctor's Appointment
YES - NC.'!I:I
51, Supervisor's Signature Date

X

NOTE: All injuries occurring on the job must be reported to immediate supervisor within 24
hours or the Workers’ Compensation claims will not be accepted. Please submit a copy of this
report to the following offices:

Injured employee

Campus supervisor

Operations

Business Office - Insurance Dept.



