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	Employee Last Name: 
	Employee First Name: 
	Employee M: 
	I: 

	Employee Date of Birth: 
	Employee Address: 
	Employee Phone Number: 
	Employee Social Security Number: 
	Employee E-mail Address: 
	Employer Name: Valdosta State University
	Employer Nature of Business: Education
	Employer Address: 1500 N. Patterson Street, Valdosta, Georgia 31698
	Employer Phone Number: (229) 333-5690
	Employer E-mail Address: jshunt@valdosta.edu
	Date Hired By Employer: 
	Job Classified Code No: 
	Number of Days Worked Per Week: 
	List Normally Scheduled Days Off: 
	Date of Injury: 
	County of Injury: 
	Date Employer Notified: 
	Enter First Date Employee Failed to Work a Full Day: 
	Type of Injury: 
	Body Part Affected: 
	If Returned to Work, Give Date: 
	Returned at What Wage: 
	If Fatal, Enter Complete Date of Death: 
	How Injury or Illness/Abnormal Health Condition Occurred: 
	Treating Physician (Name and Address): 
	Hospital/Treating Facility (Name and Address): 
	Report Prepared By (Print or Type): 
	Telephone Number: 
	Date of Report: 
	Gender: Off
	Wage Rate: Off
	Time: Off
	Pay: Off
	Place: Off
	Treatment: Off
	Wage Rate1: 
	Time1: 


