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Employee’s Statement

Workers’ Compensation Claim
Name 













Address 












Age 

  DOB 


  Marital status - Married 
 Single 

 Divorced 

# of dependents 
    Social Security Number 







Home phone (
       ) 
  
 - 

  Mobile phone (
) 

 - 


Education (last grade completed)









Vocational training (describe)











Hobbies or outside activities 










Place of employment 











Job title and description 










Date of hire


 Date and time of your work injury 





Nature of injury 











Describe how accident or injury happened 









Was this your regular job? 

 If not, explain 







Were you lifting or handling an object? 

 Approximate size and weight of material 
















Any witnesses to the injury? (names) 









Were you struck by an object? (describe) 








What do you think caused your injury? 









When did you report your injury? 








 To whom? (name/job title) 
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When was your first full day off work? 









Have you returned to work? (If yes, when?)








If not, when do you anticipate returning? 








Name of treating doctor 










Is this your regular physician? 

If not, who is your family physician? 





Date of first examination 










Were you hospitalized? 


 Number of days 






Where were you hospitalized? 










Diagnosis 












Medication prescribed 











Treatment rendered 











What diagnostic testing (MRI, x-ray, CT scan, etc.) have you undergone? 





Current complaints due to injury 









Any prior injuries? (including non-work related)








Have you ever received workers’ compensation benefits before? 






If so, please give the details surrounding that claim 







Have you ever received a workers’ compensation award or settlement? 





If so, please give the details 










List all employers over the past 5 years 









Are you currently employed elsewhere?









Please list any additional comments or concerns that you may have  





Your signature 







 Date 





Witness 







Date 
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Name and address of any doctor you have treated with in the last 5 years:

Name _______________________________________________________________________________
Address  _____________________________________________________________________________

____________________________________________________________________________________
Phone #  _____________________________________________________________________________

Name _______________________________________________________________________________
Address  _____________________________________________________________________________

____________________________________________________________________________________
Phone #  _____________________________________________________________________________
Name _______________________________________________________________________________
Address  _____________________________________________________________________________

____________________________________________________________________________________
Phone #  _____________________________________________________________________________
Name _______________________________________________________________________________
Address  _____________________________________________________________________________

____________________________________________________________________________________
Phone #  _____________________________________________________________________________
Name _______________________________________________________________________________
Address  _____________________________________________________________________________

____________________________________________________________________________________
Phone #  _____________________________________________________________________________
We Keep Kentucky Working








