EMPLOYEE INCIDENT STATEMENT

THIS IS NOT A REPORT OF INJURY FORM. PLEASE REPORT THE INJURY ONLINE AT WWW.MEM-INS.COM OR BY CALLING 1-800-442-0593.

NAME oF INJURED EMPLOYEE DaTE OF INCIDENT TIME OF INCIDENT Date REPORTED
O am Opm.

DEPARTMENT JoB TiTLE Hire DaTE

JoB PERFORMED SUPERVISOR

EmMPLOYER EmpLoYER PoLicy No.

EmpLovER Contact NAME EmPLOYER TELEPHONE NUMBER

INCIDENT LocATION

EXTENT OF INJURY
O No Injury O FirsT AiD OnNLy O Taken 1o Cunic (3 Taken o ER O3 Fataumy

TREATING MEDICAL FACILITY

BoDY PART INJURED

DESCRIPTION OF INCIDENT

ANY OTHER WITNESSES? Name Name Name
O Yes O No
WERE THERE OTHERS INJURED? Name Name Name
O Yes O No
ReporT COMPLETED BY SIGNATURE Date
TiTLE PHoNE NUMBER
Fax or mail completed form to: Missouri Employers Mutual Insurance

P.O. Box 1810, Columbia, MO 65205
Fax: 1-800-442-0597
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