THE CI'TY OF NEW YORK -
 WORKERS' COMPENSATION CLAIM INITIATION
o EMPLOYEE STATEMENT

CLAIM NUMBER

INJURED EMPLOYEE NAME
FiIRST NAME AN LAST NAME

DATE OF AGCIDENT / INJURY ‘ TIME OF AGCIDENT (AREA CD
MMHDOHY YY Y] HHEMM A H T H -
o (AREA D '  DATE OF STATEMENT
Ig?_ni : ] : !Mﬁfﬁ DY YY Y WiThTE%FS{ES)

FIRST NAME M1 LAST NAME DATE FIRSYT NOTIFIED

MMHDDHYYY Y

EXTENSION

DESCRIBE LOCATION WHERE ACCIDENT OCCURRED

GONTINUATION

71 ATTACHED
DESCRIBE FULLY HOW ACCIDENT OCCURRED
CONTINUATION
#TATTACHED
DESCRIBE OBJECT OR SUBSTANCE THAT CAUSED INJURY
CORTINUATION
#3 ATTACHED

DESCRIBE NATURE AND EXTENT OF INJURY (INCLUDING AFFECTED BODY PARTS)

CONTINUATION

#4 ATTACHED
NAME
(PLEASE PRINT) THLE TEL#

SIGNATURE DATE




