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The University of New Mexico

FIRST REPORT OF ACCIDENT—WCA E1.1

RETURN TO: UNM RISK MANAGEMENT DEPARTMENT
ONATE HALL, Room 137

THIS FORM TO BE COMPLETED BY EMPLOYEE AND HIS/HER SUPERVISOR

1. Name of Employer

UNIVERSITY OF NEW MEXICO

2. Departmentname

3. Department mailing address

4. Department phone #

C )

5. Employee work phone #

C )

[Jam []em| s

6. Name: Last First Middle 7. Male Female 8. Social security # 9. Employee home phone #
10. Home Address 11. City ortown 12. State 13. Zip Code
14. Date of birth 15. Age 16. Marital status 17. No. of children under 18 yrs.
I:] Married |:| Single/ |:|Separated |:| Unknown
Divorced
18. Date hired | 19. No. of hours worked/day 20. No. of days worked/week |21. Normal starting time 22. Average earnings: hour week bi-week month year

PER

Do 0an

23. Date of injury] 24. Time of injury

[Jam [ ]pm

25. First date unable to work | 26. Was injured paid in full for this day?

[Jves [Ino

27. Did injury occur on employer’s premises?

[Jves [ no

28. Where did accident, illness, or exposure occur?

29. City ortown

30. State

31. Zip Code

32. Occupation when injured

33. Were these normal duties?

34. Ifno, describe normal duties

[ Jves [no

35. If occupational illness, date of diagnosis 36. Estimated time off work 37. Date employee returned to work 38. Iffatal, date of death
From To

39. Describe in detail how the injury/illness occurred and what the employee was doing when the injury/iliness occurred.

40. Identify objects/substances which directly injured the employee (e.g. machine, vapor, poison, radiation, chemical, etc.)

41. Describe the nature of the injury or disease in detail and indicate the part of the body affected (e.g. amputation, broken bone, inhalation, etc.)

DO NOTWRITE
IN THIS COLUMN

Org code

42. Name, address and phone number of witness(es)

Job code

Location code

43. Name & address of physician treating injury/illness

44. Name & address of hospital or facility where treated

Entered by

Date entered

FORM E1.1 1/2000

PLEASE COMPLETE REVERSE SIDE.
FORM MUST BE COMPLETED ON BOTH SIDES.
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46. Date supervisor knew of injury 47. Was safety device or regulation provided? 48. Was safety device or regulation used? 49. Was injury caused by injured’s failure to
[[Jves [Ino [ [[Jves [Ino [ usesafety device? [ |ves [ |no [ A

a1

0.

. Ifinjury was caused by failure to use safety device, please describe.

51

. Supervisor comments

52

. Suipervisor Name (Please Print)

53. Date

54. Supervisor phone #

. Supervisor's Signature

56. Supervisor title

. Employee Signature

58. Date

FORM E1.1 1/2000




