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                                                    Key Risk First Report of Injury
                                                                     24-Hour Client Service Call Center: 866.847.8872

	Employer

	Employer’s Name:
Brentwood Borough School District
Policy Number:
KEY0145400
Employer’s Address:
3601 Brownsville Road, Pittsburgh, PA  15227
Federal Employer Identification Number (FEIN):

25-6000570


	Time and Place of Accident:

	In what state & county did the accident occur?

State:      Pennsylvania   

County:   Allegheny
Is this the state in which the employee is regularly employed?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Location of Injury:
     
Date of Injury:
     
Time of occurrence
               FORMCHECKBOX 
A.M.   FORMCHECKBOX 
P.M.
Department:

     


	Injured Employee



	Name of Injured Employee:

Phone number:
     
Employee Classification: 

 FORMCHECKBOX 
FT   FORMCHECKBOX 
PT   FORMCHECKBOX 
Temp
Address of Injured Employee:
     
Date of Birth:
     
Gender:
 FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female
Marital Status:
 FORMCHECKBOX 
 Married 
 FORMCHECKBOX 
 Single, Divorced, Widowed 

 FORMCHECKBOX 
 Separated  FORMCHECKBOX 
 Unknown
Social Security Number:
     
Number of dependents:
     

	Work Status Following Initial Medical Treatment (Anticipated)

	Employment


	Job Title:

Employee status: 

 FORMCHECKBOX 
Full Time  FORMCHECKBOX 
 Part Time FORMCHECKBOX 

Date of hire:

     
State of hire:
     
Average Weekly Wage:
     
Hours worked per day:
     
Days worked per week:
     
Pay Rate: 
     
Pay rate is paid per: 

 FORMCHECKBOX 
 Hour  FORMCHECKBOX 
 Week  FORMCHECKBOX 
 Month
Was the employee paid for the day of injury? 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Did salary continue? 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Did injury occur on employer’s premises? 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Were safeguards or safety equipment provided? 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Were they used? 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Supervisor name: 

     
Phone number:

     


	Incident

	Is there more than one person injured or exposed? 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Time employee began work on the date of injury: 

         FORMCHECKBOX 
A.M.   FORMCHECKBOX 
P.M.
Has employee returned to work?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
First date employee failed to work a full day:      
Date employee returned to work:

     
If fatal, date of death:

     
Type of injury (e.g. Contusion; Fracture; Sprain):

     
Body part injured:

     
Cause of injury (e.g. Burn; Caught in; Fall; Struck by):

     
How did the injury or illness occur? 

     


	Treatment

	Initial treatment/claim type (select one): 

 FORMCHECKBOX 
 Medical Record Only  FORMCHECKBOX 
 Minor: By Employer  FORMCHECKBOX 
 Minor Clinic/Hosp  FORMCHECKBOX 
 Emergency Care  FORMCHECKBOX 
 Hospitalized >24 hours  FORMCHECKBOX 
 Major Med/Lost Time
Physician name:: 

     
Physician address:

     
Physician phone:

     
Hospital: 

     
Hospital address:

     
Hospital phone:

     



	Submission

	Witness name & phone number::
     
Date employer notified:

     
Date first report prepared:

     
Preparer’s name:

     
Phone: 
     
Title:

     
Comments:  

     



