EMPLOYEE Public Employee Claims Division FORM 2
Employee’s Report of Accident
Name Tel. #
Address
Birth Date Marital Status
Dependent’s Names and Ages Spouse’s Name
- |
<
r4
o
)
ucation (Circle Highest Level Complete
& | Education (Circle Highest Level Completed)
o 1 2 3 4 5 6 7 8 9 10 11 12 GED College 1 2 3 4 5+
Present Employer UAMS Job Title
Length of Employment If less than 5 years with present employer, list employers
of past 5 years:
Date of Accident Time Place
Describe activity of employment engaged in at time of injury:
=
4
w
B Describe fully how accident happened.
Q
(&)
<< | Who did you report this accident to? When?
Supervisor’'s name:
Who witnessed or had first knowledge of the accident?
Nature and location of injury (describe part of body)
D=
g Doctor’s Name: Family Doctor’s Name:
= | Areyou still under doctor’s treatment? [_|Yes [INo
E Who selected your doctor?
Date of first visit First day unable to work
How long does your doctor anticipate you will be unable to work?
Have you ever collected compensation for a prior injury? [ lYes [ INo
t If yes, give details:
=3| Have you ever had any other condition or injury involving this part of your body prior to this injury?
| ClYes [INo  Ifyes, give details
g Do you have child support obligations? [Yes [ INo Child support obligation questions are
o required by Ark. Code Ann. 11-9-115.
If yes, are the obligations current or past due? ] Current or []Past Due
To whom are the child support obligations payable?
Signature Date
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