Mid America Health, Inc./Mid America Professional Group
First Report of Injury
INSTRUCTIONS: Complete this form immediately. Retain the original in the employee's workers' compensation/medical file. Forward a copy to the MAH, Employee Safety Department. If this claim involves lost time, more than one employee, or if an employee dies, FAX the completed form IMMEDIATELY.   Fax 317-886-6640
	
	GENERAL INFORMATION

	
	Employee Name:
	Site Location:
	

	
	Soc. Sec. #:
'Sex:
	Cost Center Number:

	

	
	Employee Age or Date of Birth:
	Job Title:
	Dept.:

	
	Employee Address:

County:
Home Phone #:
	Date of Hire:

Date in Current Position:

Hourly Rate of Pay or Annual Salary: $
	

	
	Date of Incident:
Time
AM
PM
Circle One:
Full Time

Date Supervisor Notified:
Days:
S
M
T
W
	Part Time
PRN Scheduled Work

	
	
	TH
F
	SA

	
	Date First Report of Injury Form completed:
Scheduled Shift:
Day
	Evenings
	Nights
Weekends

	
	Date reported to Mid America Health, Inc: 
	

	
	Incident description (include specific description of what employee was doing at time of incident):
	
	

	
	Describe nature and 'severity of injuries:
	
	
	

	Names of other individuals involved:
	
	
	

	Names of Witnesses:
	
	
	

	
	Witnesses' Statements:
	
	
	

	
	(Please use separate sheet if more space is required.)
	
	
	

	Identify physical/mechanical objects involved (needles, carts, supplies, equipment, structures, etc.):
	
	
	

	Do you anticipate that the employee lose work time as a result of this injury/accident?
	
	
	
	

	
	Medical Treatment:
	Room
	
	
	, Other (specify)

	
	Employee referred to:
• WC PPO
Urgent Care Center
Emergency
	
	
	
	

	
	
	
	
	
	

	
	Medical Provider Name, Address and Phone Number (including Area Code):
	
	
	
	

	SAFETY SOLUTIONS
	
	
	
	

	What specific actions have you taken to prevent a reoccurrence of this type of incident?
	
	
	
	

	Does this work area 'have previous history of incidents? (If YES, indicate most recent incident
	and number
	
	of incidents
	in past 12 months):

	Has the above physical/mechanical object been involved in a previous incident? (If YES, indicate
in past 12 months):
	most
	recent
	incident
	and number of incidents

	To your knowledge, does this employee have previous history of incidents? (If YES, indicate

in the past 12 months):
	date of most
	
	recent

incident
	and number of incidents

	Other comments:
	
	
	

	Signature/Title of Person completing this form:
	
	Date:
	

	Print Name Here:
	
	
	

	
	
	
	


