Bhale of California
EMPLOYER'S REPORT OF
OCCUPATIONAL INJURY OR ILLNESS

Acclamation Insurance Management Services, Inc. (AIMS)
P.O. Box 269120, Sacramento, CA 95826-9120
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FATALITY

t material

Any person who makes or causes to ba mada any

knowingly false or fraudul

quilty of afelony.

material reprasantation for the purposa of obtaining or
denylng werkers compensation benefits or payments Is

Califomia law requires employers to repert within five days of knowledge every occupalional injury or liness which results in lost time beyand the
ol date of the incidant CR requires medical treatment beyond first aid. If an employee subsequently diss as a result of a previously reported injury or
ilngss, the employer must file within five days of knowledge an amended report indicating death. In addition, every serious injury, illness, or death
must be reported immediately by telephone or telegraph to the nearest office of the California Division of Occupational Safety and Health,
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125. SPECIFIC ACTMVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, a.g9.. Welding seams of metal forms, loading boxes onto truck,
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TR R | . b : FARTGFBG07
29. Fruployee treaved in tn;nm’
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IATTENTION This form contains information relating to employee health and must be used in a that p the confidentiality of employses fo the extent possibie] 560
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