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Employee’s Report of Work-Related Injury  
*****take this form with you to the treating facility***** 

**have this form faxed to 1-888-743-1257 ASAP after initial treatment**
Employee Name: ______________________     SSC:_________________
Date of Birth:
_________   Marital Status: __________   No. of Dependents: _________________

Home Address: ______________________________________________________   Phone No. _______________                                          

Job Title: ___________________ Employment Start Date: _______ Time workday began:  ________

Department: ______________ Date of Accident:___________________________
Location of Accident:__________________________    Time of Injury______________________        
Name of client injured worker is currently assigned to: _______________________________________                                           
                 
Describe in detail how the accident occurred: ____________________________________________ __________________________________________________________________________________________________________________________________________________________________________

Witness Name:_____________________________________ Witness Phone number:________________________
Part of body injured:   _______________________      Type of injury: _______________________

              (be specific - example: right middle finger, left ankle, upper back)
                            (example: sprain, burn {degree of burn}, contusion, sutured)

Was medical treatment sought? If so:   __________________________________________________________________________________






                           Name of medical provider                                               Phone Number

No. of days missed from work: ______     Return to work date (as stated by physician): ___________ 

Type of leave used: ____________       No. of days worked with restrictions:   __________________                  
Was safety equipment provided?  Yes ___ No__            Was safety equipment used?  Yes ___ No ___

** I authorize medical provider to release information regarding my injury to my employer Commercial Employees. 
Print name:_________________________  Signature:_______________________  Date:______

*** Present the following information to the medical provider when seen: 

Workers Compensation Carrier                          
State Worker Insurance Fund

914 Penn Avenue 6th Floor

Pittsburgh, PA 15222-3713

Phone: 412-880-0292

Your Employer of Record
Commercial Employees Inc. 

100 W. Station Square Dr. Suite 212

Pittsburgh, PA 15219

Phone: 724-969-4355 Fax: 724-969-4355

P.O.C. Gregory G. Madler 
