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MAIL TO: - -

OFFICE OF WORKERS' COMPENSATION Employee Social Security Number

POST OFFICE BOX 94040

BATON ROUGE, LA 70804-9040 Employer Ul Account Number

(225) 342-7565 -

TOLL FREE (800) 201-3457 EMPLOYER REPORT Employer Federal ID Number

OF
INJURY/ILLNESS
This report is completed by the Employer for each injury/iliness identified by them or their employee as occupational.

A copy is to be provided to the employee and the insurer immediately. Forms for cases resulting in more than 7 days of
disability or death are to be sent to the OWCA by the 10th day after the injury or as requested by the OWCA.

PURPOSE OF REPORT: (Check all that apply)
B More than 7 days of disability B Possible dispute B Medical Only ¥V {

M Injury resulted in death B Lump Sum Compromise/Settiement ("DO NOT mail copy to OWCA.")
B Amputation or disfigurement B Other
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