YOUR NAME:_ e 2 _
D. YOUR INJURY OR ILLNESS continued
8. 'Was an object (¢.q., forklift, hammer, acid) invoived in the nuyiiness? [Yes ko i yes, what?
9 Wes the injury Yie resut of the use o operation ol a licensad molor vehicle? [ Yes [ No
fyes, (] yourvehice [O) employersvehicle [ ) olbervehide  Licanse plate number (if known):
If your vehick: was nvoived, give name and acdness of your motar vehick: msurance carier.

23 DATE OF INJURY/LLNESS; ____/ f

— .

10. Have you given your emgloyer (or supanisar) nofics of injuryiliness? OYes [JNo
It yes, notics was given o,

- [Joraly [J inwrding Date nalice given: | ST R
11. Did anyane see your inury happen? []Yes [JNo [ Uninawn If yes, list names;

£. RETURN TO WORK

1. Did you stop work bocause of your injuryrilinass? [[] Yes, oo whet date? R [TJ Mo, siip 1o Seclion £,

2, Have you retumed o work? [_] Yes [ INo If yes, onwhat dale? ___ J P afe [ requtar duty D limited duly

3. If you have relurned to work, who are you warking foenow? [ Same employer [ New employer [ Salf emnployod

4.What is your gross pay {before laxes) per pay peviod? .. How offen are you paid? -
F. MEDICAL TREATMENT FOR THIS INJURY OR ILLNESS

1. Wnal was the date of your first lreatment? I (] None recuivad (siip lo quostion £-5)

2. Were you treated on site? [ Yes [] No :

3. Where did you raceive your first off site medical treatmeant for your injuryfitness? Llncoaraceived  [] Emargency Room

|_J Doctor's affice [ CinigHespitaliUsgent Care () Hospeal Stay over 24 hours
Name and addeess whera you were firs] Iraated:

 Phane Number: | )

4. Are you =1l being tmatod for this injuryilness?  [] Yes [ No
Give the name and acdress of tie Joclor(s) trealing you for this injuryfiiness:

[ ) : Phone Number: { }
3. Do you remember having anather injury to the same body part or & similar ilness? OYes [ No

Hyes, were you trested by adocior? [Yes (No  Ifyus, peovide lhe names and addresses of the doclor(s) who Ireated
you 2 COMPLETE AND FILE FORM C-3.3 TOGETHER WITH THIS FORM-

B. Wiss lhe previous injuryiiliness wark refated?  [JYes [ Mo
I yas, were you wirking for the same employer that you work for naw? [JYes [JNe

I am hereby making a claim for benefits under the Workers' Wm Law, My signature affiems that the information | am
providing is true and accurate to the best of my knowledge and bellef.

| Any person who knowingly and with INTENT TO DEFRALD mm. causes to be presented, or prepares with knowledge o
?bolief that it will be prosented to, or by an insurer, or self-insures, any information containing any FALSE MATERIAL
| STATEMENT or conceals any material fact, SHALL BE GUILTY OF

A CRIME and subject to substantial FINES AND

| IMPRISONMENT,
Employes's Signathure; ® Prnl Nama: __Daxx '
On behakl of Cmplayee: Print Nama:

- Diate: f i
-.y.f.nonbmuofumethwa\o&wmudsnmmmmua.hu. menily intacgelen! or
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