Catoosa County Government

Employee’s Statement of Injury

	Name


	Home Address (include zip code)


	Phone number 
	Social Sec. No.


	Date of Birth


	Place of Birth


	Married/Single


	No. of Dependents

none

	Height


	Weight


	Color of Hair


	 Color of Eyes
	Any Physical Disabilities?

(  Yes   (  No

	Describe Previous Disabilities:



	Department 
	Address
   

	Hire Date


	Job Title


	Hours Per Day


	Scheduled Off Days
	Name of Your Supervisor



	Describe Your Job


	Average Weekly Wage

$

	Date of Accident 


	Place of Accident 
	Time

  ____  AM  ____PM

not sure of time, 

	How Did the Accident Happen? 



	Name and Address of Witnesses, If any:


	Describe Your Injury

  

	Did You Ever Injure This      ____Yes  ____ No

Part of Your Body Before?
	If Yes, When and Where?



	Name of Family Physician



	I hereby request and authorize you to furnish to Catoosa County or its representative, any and all information you may have concerning ________________________________ (employee’s name) with respect to any illness or injury, medical history, consultation, prescription or treatment, including x-ray plates, and copies of all hospital and medical records, World War Selective Draft records and Naturalization records included.  A photo static copy of this authorization shall be considered as effective and valid as the original.

                                                                                         Signed________________________________________

                                                                                         Address:
Date: ____________________


	Supervisor Signature _______________________________Date: ___________________________________










