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worker’s compensation - first report of injury or illness
employer (name & address incl zip)

	 University of Arkansas for
	M edical Sciences
	 4301 West Markham St., #564
	L ittle Rock, AR  72205

carrier/administrator claim number report purpose code

jurisdiction		Ju  risdiction claim number

insured report number

	 NA
employer’s location address (if different)	 location #

					     phone #sic code		  employer fein

			   71-6046242
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carrier (name, address & phone no.)

	 Public Employee Claims Division
	 Arkansas Insurance Department
	 1200 West Third Street, Suite 201
	L ittle Rock, AR  72201-1904

policy period	c laims administrator (name, address & phone no.)
    

  Indefinite
          TO		  Same as Carrier

check if appropriate

      self insurance

carrier fein		  policy/self-insured number						a      dministrator fein

			   NA
agent name & code number

	 na
name (last, first, middle)		  date of birth	s ocial security number	 date hired		s  tate of hire

address (incl zip)		s  ex	 marital status		  occupation/job title
		       	     			 
		       	      

							     
employment status

phone		  # of dependents					   
ncci class code

male

female 

unknown

unmarried
single/divorced
married
separated

unknown
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rate			   #days worked/week	fu ll pay for day of injury?
	 per:
						      did salary continue?

day

week

month

other:

yes

yes

no

no

o
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e

time employee 	 date of injury/illness     time of occurrence 		             last work date     date employer notified        date disability began
began work		                                                   cANNOT BE 
		                                         DETERMINED

am

pm

am  

pm

contact name/phone number		  type of injury/illness		  part of body affected

did injury/illness/exposure occur on employer’s premises?	 type of injury/illness code	 part of body affected code

department or location where accident or illness exposure occurred		a  ll equipment, materials, or chemicals employee  was using
					wh     en accident or illness exposure occurred

specific activity the employee was engaged in when the accident or illness/	w ork process the employee was engaged in when accident
exposure occurred					     or illness/exposure occurred

how injury or illness/abnormal health condition occurred.  describe the sequence of events and inlcude any objects or substances that di-
rectly injured the employee or made the employee ill

cause of injury code

date returned to work		  if fatal, give date of death	w ere safeguards or safety equipment provided?

			w   ere they used?

yes

yes

no

no

t
r
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t

physician/health care provider (name & address)	h ospital OR OFFSITE TREATMENT		  initial treatment
		     	 (name & address) no medical treatment

minor: by employer

minor clinic/hospital

emergency care
hospitalized > 24 hours
future major medical/
lost time anticipated

0

1
2
3
4
5

o
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h
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r

witness to accident (name & phone #)

date administrator notified	 date prepared	 preparer’s name & title			   phone number

aR

    Yes              No

Front Side / Two-sided Form



Form 3employee

ARKANSAS WORKER’S COMPENSATION COMMISSION Form 1
(Employer’s First Report of Injury or Illness)

Ark. Code Ann. § 11-9-529 allows employers 10 days to report injuries. Those involving either more 
than 7 days of lost time or indemnity payments require Form 1. Also, a Form 1 is required for all 
controversions including a medical-only case. Self-insured employers file Form 1 with the AWCC; 
other employers send it to their insurance representatives.

Form 1

Ark. Code Ann.
§§11-9-529

AWCC Rule 33
Revised:  1/1/2001

Employers do NOT fill in the shaded areas.

On Form 1, employers/carriers must:

(1)	 In the Occurrence Section list the date the employer first knew of the injury. The 10 days to report begin 
either on the date of disability or the date the employer was notified, whichever date is later.

(2)	 Give the name of the carrier. An insurance agency or third party administrator should be listed in the 
Preparer’s Section. A carrier can pre-print its name and address in the Carrier Section to help clients 
properly report.

(3)	 Specify the carrier Federal Employer Identification Number (FEIN) in the Carrier Section.

(4)	 Type or print in ink. An illegible, incomplete Form 1 will be returned.

Neglect of Form 1: Late employee benefits, exposing employers to fines.

Lack of Form 1: Delays in insurance investigation.

Back side / Two-sided Form

	 General inquiries on Form 1 can be answered by AWCC Support Services Division.
Questions on a specific Form 1 may be directed to the Research and Statistics Section, which 
processes the accident reports. (1-800-622-4472 or 501-682-3930).

Ark. Code Ann. § 11-9-106(a): “Any person or entity who willfully and knowingly makes any 
material false statement or representation, who willfully and knowingly omits or conceals any 
material information, or who willfully and knowingly employs any device, scheme, or artifice 
for the purpose of: obtaining any benefit or payment; defeating or wrongfully increasing or 
wrongfully decreasing any claim for benefit or payment; or obtaining or avoiding workers’ 
compensation coverage or avoiding payment of the proper insurance premium, or who aids 
and abets for any of said purposes, under this chapter shall be guilty of a Class D felony. Fifty 
percent (50%) of any criminal fine imposed and collected under... this section shall be paid 
and allocated in accordance with applicable law to the Death and Permanent Total Disability 
Trust Fund administered by the Worker’s Compensation Commission.”


