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 City of Springfield, Massachusetts

Human Resources Department

Employee’s Notice of a Work-related Injury and/or Occupational Disease

	
	
	


        Department           
 MUNIS Location Code

Last Name

First Name



M.I.

	
	


   Home Telephone #
Mailing Address:




City/State



Zip Code

	                   /          /
	       /      /
	
	
	
	
	           /             /


Social Security #
Date of Injury 
Day of the Week
Time of Day
Age
Sex
Date of Hire (MM/DD/YYYY)

	
	
	


Regular Job Title

Work Telephone #

Location of Accident/Illness/Exposure

	1-None                                                2-First Aid Only

3-Doctor/Medical Center                     4-Hospital ER
	


Primary Treatment Sought—circle numbered response                                 Doctor/Medical Center/Hospital Name and Location

	Please describe what, where and how the accident/incident and injury/illness/exposure occurred, nature of injury(ies) (fracture, cut, sprain, strain, etc.) and specifically which body part(s) (left arm, right leg, lower back, neck, etc.) and attach additional sheets if necessary, including any doctors slips:



	

	

	

	

	

	Name(s) of Witness(es):


	I certify that the information I have provided on this form is accurate to the best of my knowledge, and I am aware that false statements could result in disciplinary and/or legal action.

                                                                                                                                                                                                       /           /





Employee’s signature





Date of signature

THE AFFECTED EMPLOYEE MUST REMEMBER TO COMPLETE “RELEASE OF INFORMATION FORM” ON THE REVERSE SIDE

	The supervisor is required to review this injury/illness report within twenty-four (24) hours of the injury/illness/exposure incident and ensure that both sides of it have been completed and is immediately submitted to FutureComp by faxing it to (413) 739-9330.

                                                                                                                                                                                                                  /           /





Supervisor’s name clearly printed, signature, and contact telephone number




Date of signature

( EMPLOYEE MUST COMPLETE "RELEASE OF INFORMATION" ON THE REVERSE SIDE. ] 

EID FORM revised 5/27/10 RS/EIDFORM 5-27-10/C&RJS
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FUTURECOMP AND CITY OF SPRINGFIELD

CONSENT FOR RELEASE OF MEDICAL INFORMATION

Claim Number
:

Injured Worker:

Date of Injury:

Date of Birth:

Social Security Number:

I authorize the release of medical information and facts regarding this injury, including reports and records, results, or diagnosis, treatment and prognosis, estimates of disability, and recommendations for further treatment relating to this injury. This information is to be used for purpose of evaluating and handling my claim for injury as result of an accident on or about date of injury as identified above on this form.

This will also authorize FutureComp Medical Case Manager if assigned to me, and the City of Springfield Human Resources Department, to have access to all medical records and Utilization Review Records. The Case Manager may discuss pertinent information with professionals involved in my case to share information as appropriate and necessary for coordination of health care services and coordination with employer for return to work.   I understand authorization for Case Management purposes is voluntary and not required. 

I am willing that a photocopy of this authorization be accepted with the same authority as the original. 

   Signature of Injured Worker or Authorized Representative




Date







Workers' Compensation claims are administered by FutureComp


(800) 688-7256


Fax 739-9330





                   








� To be assigned later on by FutureComp





