State of Rhode Island [Tl PLEASE CHECK IF CORRECTION OF PRIOR REPORT
EMPLOYER'S FIRST REPORT OF ALLEGED OCCUPATIONAL INJURY, DISEASE OR FATALITY

Depariment of Labor and Training, Division of Workers' Compensation DWGC No.
PO Box 20180, Cranston, Ri 02920-0942
Phone (401) 462-8100 TDD (401)462-8006 FAX {401) 462.8105 Insurer File No.
Payroll Acet. # 5570-10000 Budget Code
1. EMPLOYER LOCATION: 2. EMPLOYER NAMED ON WC DSURANCE POLICY: [ SAME AS BLOCK 1
FEIN FEIN
Name of Department  Community Coligge of Rhode Isiand Name STATE OF RHODE ISLAND
Address 400 East Avenue Address
City, State, Zip Warwick, R.l. 02886 City, State, Zip
Prone/Ext. 825-2311 Type of Business  Government  |Phene/Ext.
Rl Unemp.lns. No. 0557010000 NAICS 611210 [WG Policy Number
[3.TNSURANCE COMPANY NAMED ON WC POLIO": 4. CLAIM ADMINISTRATOR: [ TSAME AS BLOCK 3 |
FEIN FEIN 05-6000522
Name STATE OF RHODE ISLAND Name Department of Administration
Address Address State Employees' Workers' Compensation
Adidress Address One Capitol Hil}
City, State, Zip City, State, Zip Providence, R! 02808-5866
Phone/Ext. Phone/Ext. 401-222-6570
5. EMPLOYEE INFORMATION: 6. I’GEDICAL INFORMATION
SSN |:| Mate I:lFemaIe Treatment Faciilty
Name Address
Home Address City, State, Zip
City, State, Zip Phone/Ext.
Brons Date of 8irh 7. WITNESS INFORMATION:
Qccupation Date Hired Narme & Phone
State of Hire Rhode Island  |Preferred Language of Employee: [ ]Engiish [ JiSpanish [ ] Portuguese [ Jother:
8. INJURY INFORMATION: What was person doing when injured?
Jinjury Date
Time injury occurred |:| AMDPM
Time employee began work I:l AMDPM
1. Eirst full day lost from work [ InonE LosT
2, Date retumed fo work(if appropriate) Listinjurad body parts and nature of injury:(ex: Broken left finger, fower back strain)
3. Date employer notified of jury - (supervisor)
H fatal - REPORT WITHIN 48 HOURS- Date of death

gt Complete atdress where accident cocured:
Place where njuryfilness cceurred; I:I At employer location fisted in Block 10R °

Was this injury previously an incident-cniy with no medical reatment and no fime lost? |:| Yes |:| No

IF Yes, date employer first notified of medical treatment or time jost

DWC:

Category(ies) of injury of lines Injury IIness Occupationai Disease epetitive Trauma Occupational Hearing Loss Unknown
!Print Narme of Report Preparer Date Prepared Phone & Extension

Print Name of Employer Contact Person (}RDSame asabove _ Phone & Extension

County Time A Time W 0cC Nature Part Source Type

DWC-01 (01/03) For instructions visit our web site: www. dif.ri.goviwe




S-41A | INCIDENT/INJURY REPORT FORM |
e REPORT ALL INJURIES WITHIN 24 HOURS*
PLEASE TYPE OR PRINT IN BLACK INK. BE SURE TO PROVIDE ALL REQUESTED INFORMATION

DEPARTMENT/EMPLOYER:

LAST NAME: MIDDLE INITIAL: FIRST NAME:
ADDRESS: Street, #: City: State: Zip:
HOME PHONE: 80C SEC #: - - SEX: M|:|F |:| AGE:

el DATE OF INGIDENT: " TIME OF INCIDENT, AP
BUILDING AND/OR AREA NORMALLY ASSIGNED: ' s

BUILDING AND/OR AREA WHERE INCIDENT OCCURRED

HOW MANY HOURS HAD YOU BEEN WORKING INA ROW WHEN THES OCCURRED'?

DO YOuU HAVE SUPPLEMENTAL EMPLOYMEENT‘? YD\EEI DESCRIBE AND ILLUSTHATE (AT LEFT) YOURINJURY: . -

WHAT AHE YOUH NOHMAL WORK HOURS'?
TO ' S AM/ PM

INDICATE ON. THESE FIGURES 1 THE AFFECTED BODY.
PART(S) AT TIME OF INJURY: - -

| DESCRIBE THE INCIDENT: .__

WAS lNJURY/INCIDENT REF’ORTED TO SUPERVISORLIYESCING

WAS INJURYIINCIDENT WITNESSED BY ANYONEZL]YES[INO

WITNESS NAME (PRINT); .

EMPLOYEE SIGNATURE:

WITNESS SIGNATURE: . - DATE:

NIE NOT!FIED

WA HERE A SPECIF!C INCIDENT/ACCIDENT? Y DNQUNKNOWN]:I “DID YOU WITNESS THE JNCIDENT/ACCIDENT'? YDNEI"
'IV ' TEP BY STEF DESCH!PTION OF WHAT YOU UNDEHSTAND TO HAVE HAF’F’ENED : . ,

WAS EMPLOYEE SENT TO DESIGNATED HEALTH CARE FACILITY FOR EVALUATION Yes| ] No] ]

1.1 BoDILY MOTION | 2.1 INMATE/PRISONER HANDLING | 3. [] OBJECT HANDLING 4.] ] conTACT
5 _I:LSLIPIFALL 6.[ | EXPOSURE/INHALATION 7. Dawmemmsowea AssAuLT |8 _[cauaHT
{8 L_LCOLUSIONUPSET | 10| AGGRAVATION.GF ERE-EXIS HING GONDITION —— - 111 Imiscercaneous 1

SUPERVISOR NAME (PRINT): SIGNATURE: DATE:

ADMINISTRATOR'S SIGNATURE: DATE:
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