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City of Springfield, Massachusetts

Personnel Department

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

Department:
     


Division:       
Name of Employee:       
Home Telephone # (   )-   -    
Mailing Address:       
Social Security #    /  /    
Date of Injury   /  /    

Day of the Week      


Time of Day
     


Age      
Sex  FORMDROPDOWN 

Years and/or Months with the City:  Years        Months      
Job Title:       
Location of Accident/Illness/Exposure      
Primary Treatment Sought  FORMDROPDOWN 

Doctor/Medical Center/Hospital Name & Location:       
Please describe the accident/incident and injury/illness/exposure sustained and specifically which body part(s) 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 Signature:       
Date of Signature:       
THE AFFECTED EMPLOYEE MUST REMEMBER TO COMPLETE THE
“RELEASE OF INFORMATION FORM”
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 forms have been completed and is immediately submitted to FutureComp by faxing it to 413-739-9330.

Supervisor’s Signature:       
Date of Signature:       
