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Mazil or fax ORIGINAL report o:

AC CID EN T RE PO RT Division of Workers Compensation

401 SW Topeka Blvd., Suita 2

K-WC 1101-A (Rev. 1-12)
Topeka, KS 66603-3105
— SEE INSTRUCTIONS ON PAGE 2 - Fax: (785) 206-4218
Direct questions or com ts to:
There is a $250 penalty for repeated failure to file accident reports within 28 days of the date the Toll-?ree (800) 332-035?3“” =50

employer is informed of the accident. Submission does not constitute admission of liability.

OSHA Case or File Number /0 // &j #/900 17,/335

1. Faderal Employer's Identification Number Date of hire

2, Namecfemployer6umner Cou.n'h{ a“fd’ﬁ&ﬂal SVC$‘ Phons _{o A€~ 3 2.(~ K 35
3. Maliing address, 52(015! . ‘q 5‘?—. B L-.)e ”iﬂég‘)"o N K\f é’715:\7

Streat State ZIP Coda o F OR
4. Locatlon, if different from ralling address
Slrae! Cily Slala ZiP Code OFF] C E -
5. Mature of businsss Ed Hea ',70 L NAICS or 8.1,C. Code Dapt. or divislon USE B
6. Name of employee Age Sex
First Midule Last ’
7. Heme address COUNTY
Sirest Cly Sizle ZIP Cade
Birth Empioyee's Home
8, 88N date accUpation phone CAUSE
9. Date of injury ar occupational disease Time of Injury o D""‘P~’“-'D‘ e
Date reported toemployer_. >~ Dale disabillty began Gross average weekly wage $
NATURE
10. Place of accident or last exposurs
Gity Caunty State
11, Was acoident or iast expesure on employer's premises? D YES |:| NG SEVERITY
12, How did accldent oceur? ‘
0~ NO TIME LOST
1 - TIME LOST
13. What was emplayee doing when Injured? 2 - MEDICAL
3- FATAL
14. Name substance or object that directly caused injury™®
SOURCE
15. Desuvribe in deteii nature and extent of injury, Indicata part of body Involved*®
MEMBER

18. Was worker admitted to hospital? D YES D NO  Daia Treated by emergency room only? DYES D NO

Haspital name and address

17. Name and address of attending physician or ¢iinic

18. Has amployee retumed loregular duty? [JyEs  [jno Lightduty? [JYEs [JNo Dals,

18. |s compensatlon now being pald? D YES I:| NO Date first/nitlal payrment

20, Weekly compensation rata § Is further medical aid needed? [ JYEs [ Ino  [Junknown

21, Did amployee die? |:| YES. D NO HYES, give date of death (Flle 3mended report within 28 days ¥ death subsequanlly acours.)

22, Nama(s) and address(es) of dapendenis (death cases only)

23. insurance carrier and third party administrator

Addrass Phone
Street City Slata ZIF Code

Pollcy number Name of agent

Clalm number. Nama of ¢laim rapresentative

24, Date of report Completed by, Title




