LAB 500

WEB-8WC ~

New Hampshire Employer's First Report of Injury
Submission Date: NHDOL# -
**EMPLOYEE INFORMATION*"*
Employee Name (First & Last) Gender | Hired Date Hired in NH
iD Type - Employee ID | Date of Birth Age | Occupation when Injured
Employee Address Telephone Wagzirper R 'g'a'; er Dsg:eier AV“EZ?_‘; ;’\qua;ekly
**INJURY INFORMATION™**
injury Date ! Time Date Employer Notified LocationlJobsite & Business Name where accident occurred
of Injury

Il

Disability Began Date

Claim Type

Full Wages Paid on Injury Date

Accident Description

Body part Injured

Cause of Infary

Nature of Injury

Witness Name Witness Phone

Retarned to work?

If so, what date?

if 50, at what cccupation?

If so, at what duty status?

Inittal Treatment

| Initial Treatment Date

Name of Treating Physician

Name of Treating Hospital Has injured died? If so, what date

é

I

**EMPLOYER INFORMATION™

Employer Name

Employer FEIN industry Code

Employer Contact Name

Contact Phone Number

Employer Business Address

Managed Care Organization

Leased Employee? Client Company

OCIP/Wrap-Up Policy? Name of policy holder

***INSURER INFORMATION***

insurance Carriger

insurer Type Policy Number Telephone Number

ESUBMITTER INFORMATION™*

Submitter Name

Title of Submitter Represents Telephone Number

WL (12/2014)




LAB 500 :

THE STATE OF NEW HAMPSHIRE
DEPARTMENT OF LABOR
SPAULDING BUILDING
95 PLEASANT STREET
CONCORD, NEW HAMPSHIRE 03301

NOTICE OF ACCIDENTAL INJURY OR OCCUPATIONAL DISEASE 8aWCA
{Please print or type)

Teo, Pheone #

{(Name of Emplover)

(Business Name and Address)

IN ACCORDANCE WITH RSA 281-A:20, This is to notify you that an injury occurred.

SS#

{Name of Injured Employee)

Daytime Phone #

{Address of Injured Employee)

{Date of Accident or First Treatment)

(Place Accident Happened)

Describe your injury or disease, and how it happened. Identify the body part(s) affected,

I have been unable to work since my injury. ] Yes ] o

I have incurred the following medical bills,

Name of Doctor Dates of Service Amount
Name of Hospital Dates of Service Amount
Other Dates of Service Amount
(Employer’s Signature) (Employee’s Signature)
{Date) (Date)

This form can be returned to DOL with or without employer’s signature.

NOTICE TO EMPLOYER

YOU MUST FILE AN EMPLOYER’S FIRST REPORT, Form No. 8WC, WITH THE LABOR

COMMISSIONER AND THE NEAREST CLATMS OFFICE OF YOUR INSURANCE

CARRIER, AS SOON AS POSSIBLE AFTER ACQUIRING KNOWLEDGE OF THE

OCCURRENCE OF AN OCCUPATIONAL INJURY OR DISEASE TO ONE OF YOUR
EMPLOYEES OR UPON PRESENTATION OF THIS NOTICE BY HIM, BUT NG LATER
THAN FIVE DAYS THEREAFTER. FAILURE TO COMPLY CARRIES AN AUTOMATIC
CIVIL PENALTY OF UP TO $2500. (RSA 281-A:53)

8aWCA (72014) . o -




