

SAU #44/Northwood
Employer First Report of Injury to be completed and returned to SAU for processing.  
Do Not send this form to Primex–It must be processed at the SAU.



EMPLOYER’S FIRST REPORT OF OCCUPATIONAL INJURY OR DISEASE

COMPLETED BY EMPLOYEES





Date: __________

Employer: ______________________________Address:_______________________________________________________________

Name of Injured: _______________________________________________________________________________________________

Address:______________________________________________________________________________________________________

Telephone Number: ____________________________ Email: __________________________________________________________

Date of Birth: _______________ SS#______________________ Gender: ___________________

Wages per hour______No. hrs per day___No. day per week___Weekly Earnings______

Hire Date: _________Date of Injury: ______________ Time of Injury: ___________

Date Disability Began: ______ Was Injured paid in full for the day? _________Date Supervisor/Employer first notified: _____________

Name of Person Notified: _____________________Location where accident occurred: _______________________________________

Cause of Accident: ______________________________________________________________________________________________

Description of Accident:   ________________________________________________________________________________________

_____________________________________________________________________________________________________________

Name of Witnesses: _______________________________Injured Body Part(s):_____________________________________________

Estimated length of disability: ________ If yes,what date? Date: ________

Has injured returned to work: ____   If  yes, what date: _____

Occupation: _________   Equipment Causing Injury: _________________Were safeguards in place: ____________

Was accident caused by insured’s failure to use safeguards or follow regulations?     

_____________________________________________________________________________________________________________

Initial Treatment:

No Medical Treatment: _________________   Emergency Care: __________________ Other (Outpatient): _____________________

Office Visit: _____________________ Clinic: ___________________ Hospitalized:  ______________________________________

Care provide by employer (on site):_______________________________________________________________________________  

Treating Physician: __________________________________Treating Hospital: __________________________________________

Has injured Died? ___________________________________ Date of Death______________________________________________
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