Siate of California
Department of Industrial Relations
DIVISION OF WORKERS' COMPENSATION

DWC 1 Form
Please Note:

WORKERS' COMPENSATION CLATM FORM (DWC 1)

Employeei-: Comlglcte the “Emﬂoyee’; §er:tfigon ];a:Id gi’ve ';.he form to This form is a 4-pa rt
your employer. Keep a copy and mark it “Employee’s Temporary

Receipt” until you receive the signed and dated copy from your em- Carbonless NCR Form
ployer. You may call the Division of Workers' Compensation and |,

hear recorded information at (800) 736-7401. An explanation of work- that Can Only be

ers’ compensation benefits is included as the cover sheet of this form. obtained from FCEOC

You should also have received a pamphlet from your employer de- Human Resour ces Office

scribing workers’ compensation benefits and the procedures to obtain
themt. ’

Vi person w s nithes ar caieses 1o by nesle any Lnosinely false
wre fepuednlent matenal stadenient or material eopresentation for

the purpose of gbtaining ur denyving warhers" compensativn biene-

it~ o pasmrents i~ 2wl ol o ldony,

Employee—complete this section and see note above  Empleado—complele esta seccion y note I notacién arriba.

Name. Nombre. Today’s Date. Fecha de Hoy.

Home Address. Direccién Residencial. .
City. Ciudad. : State. Estado. ddigo Postal.

am p.o

Date of Injury. Fecha de la lesién (accidente).
Address and description of where injury happened. Direccidnilugar dénde oceurid el accide

S W R e

6. Describe injury and part of body affected. Describa la lesién y parte del cuerpo dfectadn.

7. Social Security Number. Nitmero de Segure Social del Empleado.

Signature of employee. Firma del empleado.

Employer—complete this section and see note belaw. Empleador—complete @ ién y note la notacion abgjo.

9. Name of employer. Nombre del empleador.
10. Address. Direccidn.
t1. Date employer first knew of injury. Fecha en que el empleador

por primera vez de la lesién o accidente.

12. Date claim form was provided to employee. Fecha en ﬁ;e § ! empleado la peticidn.

ol lvid la pelicion al empleador.

13, Date employer recsived claim form. Fecha en que el em

14, ¢ y direccidn de la compaiifa de seguros o agencia adminstradora de seguros.

Name and address of insurance carrier or adjusting a

15.
16. Signature of employer representative.
17. Tite. Tindo.

Insurance Policy Number. Ef niimero de la po

tante del empleador.
18. Telephone. Teléfono.

Empleador: Se requiere que Ud. feche esta forma y que provéa copias a su cont-
your insurer or claims administrator 2 padla de seguiros, adminisirador de reclamos, o dependiervelrepresentanie de recla-
or representative who filed the claim Wiigyggle -' mos y al empleado que hayan presentado esta peticion dentro del plazo de un dfa
receipt of the form from the employee. hghil desde el momento de haber sido recibida la forma del empleado.

Employer: You are required to date

SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY | £I FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DE RESPONSABILIDAD

Q) Employec copyiCupia del Empleador ] Employee copyf Copia del Empleado M Claims Adninistrator/Adminissrador de Reclamos () Tempotary ReceigfRecibo del Empleado

STATHE

SCIF 3301 {REV. 7-04) - DWC Forn 1 {(REV. 7-04) cgrarsnBAnON

FUND




