Job-Related Injury Claim

— Employee Information

Fu]lNarne:’ ‘

Enmployee ID: ’ ‘

Department: ’ ‘

Contact Number: ’ ‘

— Injury Details
Date of Injury: ’ ‘

Location of Incident: ’ ‘

Description of Incident:

Were there any witnesses?

— Medical Treatment

Treatment Received: ’ ‘

Hospital/Clinic (if applicable): ’

Submit Claim
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