HOLLEY CENTRAL SCHOOL DISTRICT
COMPENSATION ACCIDENT FORM
Please complete the following from and return it to Leslie Neale / Benefits as soon as possible.
PLACE WHERE ACCIDENT OCCURRED: _____________________________________________________
ADDRESS WHERE ACCIDENT OCCURRED: __________________________________________________
TIME WORK BEGAN DATE OF ACCIDENT: _________________ DATE OF ACCIDENT: ________________
WAS MEDICAL CARE PROVIDED BY SCHOOL DISTRICT PERSONNEL?	YES _______ NO ________
TIME OF ACCIDENT: ___________A.M. ___________P.M. NAMES AND WITNESSES TO THE ACCIDENT:
________________________________________________________________________________________
________________________________________________________________________________________
YOUR NAME: _________________________________________________ HIRE DATE: ________________
SOCIAL SECURITY NUMBER: __ __ __ - __ __ - __ __ __ __   DATE OF BIRTH: ______________________
ADDRESS: ______________________________________________________________________________
AGE: __________ 	MARTIAL STATUS: ____________	OCCUPATION: ____________________________
NATURE OF INJURY – PART OF BODY INJURED: ______________________________________________
________________________________________________________________________________________
CONDITIONS CONCERNED WITH ACCIDENT (SNOW, ICY, ETC.): ________________________________
________________________________________________________________________________________
DID YOU GO TO THE HOSPITAL?: __________ IF YES, WERE YOU ADMITTED OVERNIGHT?: _________
DOCTOR THAT TREATED YOU: ______________________________ WHICH HOSPITAL AND ADDRESS?:
________________________________________________________________________________________
DID YOU GO TO THE DOCTOR?: __________ DOCTOR’S NAME AND ADDRESS: ____________________
________________________________________________________________________________________
DATE STOPPED WORK DUE TO ACCIDENT: __ __ / __ __ / 20 __ __ TIME: __________AM _________PM
LENGTH OF TIME LOST DUE TO ACCIDENT: __________________________________________________
DATE RETURNED TO WORK: ______________________________________________________________
DESCRIBE HOW THE ACCIDENT OR INJURY HAPPENED: ______________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________

SIGNATURE: ________________________________________________ DATE: ______________________
