WORKERS COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS

Emplover (Nama & Address inct. zip)
Guality Electric Inc

5225 Irving Strest

Boise, ldaho 83718

Carner/Administrator Caim Number

‘Report Purpose Code

Jurisdiction

[ Jurisdiction Claim No.

nsured Report

o

SicCode

' ' | ‘Emptoyer FEIN
2382181731

¢ 82-0264457

f Employer's Location Address (if d;f‘femnt}

{ Phone No.

i

Carrigr iName. Addrass & Phone Number)
Alaska National insurance Company
2 1111 Third Averue Suite 2600
Seattle, Wa 88101
‘;';

_Poiigy Period

: To

H

| Adaska National insurance
776 E. Riverside Drive Suite 245

D Check if Eagle, Id 83618
self
insured | (208) 955-8036

Location No. |

- Claims Admin (Name, Address & Phone Number) |

1C

Carrier FEIN

Policy Number or Self-Insured Number

13GWS09122

Administrator FEIN

|

Agent Name & Code Number

3

Hub intetnational Mountain States, Cheryl Porter, 2600 Rosa Hill Suite 101 Boise, idaho 83705, 208-847-1426

Lega! Name {Last, First, Middle} . girth Data Social Security Number ! Date Hired State of Hire
; Address {tnct. Zip} Sex . ; Marital Status Occupation/job Tille
O Mals J Unmarried!
SingieiDiv.
|0 TFemale ] Married Emptoyment Status
IIIIIIII ] Unknown | [ Separated _
Phone ] I Unienown NCC! Class Code

" Mo. of Dependents

i

ook

Lo Lrays Worked WK

Jreatment

; Wage Rate n Day ‘(] Martin Full Pay for Date of Injury? (]| Yes L] | No
$ [ Week ] Dther # Hrs Worked par Day Did Satary Continua? 1| Yes [ | Ne
Time Employee ]_ﬁ[] AM Date of injury | Time (] : AM | Last Work Date | Date Empioyer Notified "Date Disabiity
Began Work | O P PM or Hinass : Occurred 1§ PM i Began i
' [ . .
Employer Contact NamerPhone Number Type of llinass/injury Part of Body Affected
T Bid injlry/finess Exposure Ocour of Employer's | Yes | [1 | Type of fiiness/injury Code Part of Bady Affected Cods
Premises? NP ]
W i
§ Depaftment ar tocation where accident or ilness exposure oreurred " Al Equipment, Matenais, ar Chemicals Employee Using upon Cocurrence
=
3 Spemﬁc Activity Emp!oyee E:nqaqed in at Tima of Occurrence Work Frocess the Employes Was Engaged in at Time of Occurrence
How injury or fliness/abnomal healih condition occurred. Describe the seqlence of events and include any objects of substances | Cause of Injury
that directly injured the employee or made the emplovee i, Coda
Date RetUrmed o Work If'ﬁﬁfa!, Date of Death Were-ééféguards or Safe'ty' Equipment Provided? O ves : [ N
i Were they used? T3 | ves TET [
; 0

Physician/Mealth Care Provider (Name & Address}

Hospital (Name & Address)

Iritial Treatment
No Medical Treatment
Minor: By Employer
Minor Clinie/Hosp
Emergency Care
Hospitalized — 24 hr.

e

Signamre of tnjured Erxm!oyee or Signature on File.
; Date

(SRR N —
D00

Anticipated Major Med/Lost
Time

- :

Date Administrator Notified

"} Date Propared

‘Preparer's Name & Titie

Preparers Phone Numbar

v gccoene of winel this e oo s e e

Fibing thes rt} pOTUiS ot an admseon of Jnlnlm Thiz ve pert sh 1:1 wot he cvidencs of any et stated besein 1:,\ provecding morespect of the m; trr' iless o death
Bt fndusrrial Commpsss e, PO Hn\ BT Botee, 113 8370

RO B 1e}tm]\] (2O



