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ACCIDENT REPORTING FORM

PLEASE PRINT OR TYPE:
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	1.  Employee Name (Last, First, MI)

           
	2. Home Telephone
    (    )     -    
	3.  Social Security Number:
                   -    -    

	
	4.  Home Address (No & Street, City, State Zip Code)

          
          
          

	5.  Marital Status
      FORMCHECKBOX 
   Single     FORMCHECKBOX 
   Married
	6.  No. of Dependents:
              

	
	7.  Date of Hire :
                
	8.  Date of Birth:

           
	9.  Sex
      FORMCHECKBOX 
    Male        FORMCHECKBOX 
    Female
	10.  Avg. 52-Week:  $     

    FORMCHECKBOX 
   Estimated    FORMCHECKBOX 
   Actuarial
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	11  Employer Name:
          Town of Needham
	12.  Employer Self-Insured
       X  Yes     FORMCHECKBOX 
   No
	13.  Federal Tax ID
        78-301780

	
	14.  Employer Address (No & Street, City, State Zip Code):
       1471 Highland Avenue; Needham, MA 02492

           
	15.  Employer Telephone
       (781)      -     
	16.  Industry Code

            

	
	17. Insurance Carrier or TPA:
         FutureComp 

	
	18.  Workers’ Compensation Policy Number:
        Self-insured 
	19.  Business Type:
       Municipal Government
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	20. Date of Injury ):
          /       /    
	21.  Time of Injury
        :         FORMCHECKBOX 
A.M.    FORMCHECKBOX 
 P.M.
	22.  Source of Injury (e.g., Machine, Tool, Substance, etc.):
            

	
	23.  Address Where Injury Occurred (if different from #18 above):
            
            
            

	24.  On Employer’s Premises:
        FORMCHECKBOX 
   Yes     FORMCHECKBOX 
  No
	25. Witnesses:
            

	
	26.  Regular Occupation:
             
	27.  Regular Occupation When Injured?
        FORMCHECKBOX 
   Yes     FORMCHECKBOX 
  No


	
	28.  To Whom Was Injury Reported:

            
	29.  Date Reported:
               /        /    
	30.  Date Reported as Work Related:       /        /    

	
	31.  Nature of Injury(ies) (Burn, Fracture, Cut, etc.):
            

	
	32.  Injured Body Part(s) Description (Arm, Leg, Back, etc.):
            

	
	33.  First Day of Total or Partial Incapacity:        /        /    
                    
	34.  Fifth Day of Total or Partial Incapacity:       /        /    

	
	35.  Hospital or Physician Name and Address:
            
            
            

	
	36.  Describe How Injury Occurred (e.g. Struck by……., Fell from……., Exposed to…….):
            
            
            


	
	37.  If Employee Has Returned to Work  Date of Return):       /     /    
	38.  Returned to Regular Occupation:  FORMCHECKBOX 
   Yes     FORMCHECKBOX 
   No


	
	39.  Preparer’s Name (Please Print or Type)
            

	40.  Preparer’s Title:
            

	
	41.  Preparer’s Signature
	42.  Date Prepared :
              /     /    
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FUTURECOMP CONSENT FOR RELEASE OF MEDICAL INFORMATION

Claim Number: 

Insured: 

Injured Worker: 

Date of Injury: 

Date of Birth:

I authorize the release of medical information and facts regarding this injury, including reports and records, results, or diagnosis, treatment and prognosis, estimates of disability, and recommendations for further treatment relating to this injury. This information is to be used for purpose of evaluating and handling my claim for injury as result of an accident on or about date of injury as identified above on this form.

This will also authorize FutureComp Medical Case Manager if assigned to me to have access to all medical records and Utilization Review Records. The Case Manager may discuss pertinent information with professionals involved in my case to share information as appropriate and necessary for coordination of health care services and coordination with employer for return to work.   I understand authorization for Case Management purposes is voluntary and not required. 

I am willing that a photocopy of this authorization be accepted with the same authority as the original. 

   Signature of Injured Worker or Authorized Representative


Date


123 Interstate Drive


West Springfield, MA  01089


(855) 874-0123 ( fax (413) 739-9330














