
 
 

EMPLOYEE’S INJURY/INCIDENT CHECKLIST 
 
 
___ READ THE INSTRUCTIONS FOR INJURED EMPLOYEES  
 
___ COMPLETE THE EMPLOYEE ‘S REPORT OF EMPLOYEE INJURY/ILLNESS  
 
___ COMPLETE THE WORKERS COMPENSATION CLAIM FORM (DWC-1) IF YOU ARE 

FILING A CLAIM 
 
___ ACKNOWLEDGE YOU RECEIVED THE COMPLETE WRITTEN EMPLOYEE 

NOTIFICATION BY SIGNING THE MPN SIGNATURE RECEIPT FORM  
 
___ ACQUIRE AUTHORIZATION FOR MEDICAL TREATMENT FROM YOUR SUPERVISOR 

(IF SEEKING MEDICAL TREATMENT) 
 
___ COMPLETE DECLINATION OF MEDICAL TREATMENT (IF YOU ARE NOT 

SEEKING MEDICAL TREATMENT) 
 
___ COMPLETE AND RETURN: 
 
 EMPLOYEE STATEMENT OF OCCUPATIONAL INJURY OR ILLNESS – PG. 4 

 WORKERS COMPENSATION CLAIM FORM (DWC-1) – PG. 9 

 MPN SIGNATURE RECEIPT FORM – PG. 21 

 DECLINATION OF MEDICAL TREATMENT (IF APPLICABLE) – PG. 24 

PLEASE FOLLOW THE STEPS BELOW TO MAKE SURE ALL THE 
APPROPRIATE DOCUMENTS HAVE BEEN COMPLETED AND STEPS HAVE 
BEEN TAKEN TO EFFICIENTLY PROCESS YOUR WORK RELATED INJURY 
 









                                                                         Fullerton Joint Union High School District 
1051 W Bastanchury Rd 

Fullerton, CA 92833 
(714) 870-2930

EMPLOYEE STATEMENT OF OCCUPATIONAL INJURY OR ILLNESS 
EMPLOYEE PERSONAL INFORMATION 

EMPLOYEE NAME: EMPLOYMENT SITE: 

HOME ADDRESS: PHONE NUMBER: 

DATE OF BIRTH: 
JOB TITLE 

SOCIAL SECURITY #: 

WORK SCHEDULE  ______________   HOURS PER DAY:________   WORK  DAYS (CIRCLE) SUN   M   T   W   TH   F   SAT 

PLEASE ANSWER ALL THE QUESTIONS BELOW AND SUBMIT TO YOUR SUPERVISOR. 
1. DATE OF INJURY/ILLNESS:     DATE REPORTED:_______________ 
2. TIME YOU BEGAN WORK:  AM   PM TIME OF INJURY:  AM   PM
3. EXACT LOCATION WHERE

INJURY/ILLNESS OCCURRED:

4. DEPARTMENT/SITE WHERE
EVENT OCCURRED:

5. PLEASE STATE SPECIFIC PART OF BODY AFFECTED AND TYPE OF INJURY:

6. PLEASE STATE EQUIPMENT, MATERIALS AND/OR CHEMICALS BEING USED WHEN INJURY OCCURRED:

7. PLEASE STATE SPECIFIC ACTIVITY THAT WAS BEING PERFORMED WHEN THE EVENT OR EXPOSURE OCCURRED:

8. EXPLAIN THE CIRCUMSTANCES AND/OR ACTIVITY RELATED SPECIFICALLY TO THE INJURY/ILLNESS.  DESCRIBE
THE SEQUENCE OF EVENTS THAT LED TO THE INCIDENT THAT DIRECTLY AFFECTED THE
INJURY/ILLNESS (USE BACK OF FORM IF NECESSARY.)

9. WAS ANYONE ELSE INJURED?   NO  YES:  (IDENTIFY)
10. WHO PROVIDED YOU WITH WORKERS COMP FORMS?
11. WHO DID YOU NOTIFY REGARDING THIS ACCIDENT/ILLNESS:
12. PLEASE NAME ANY WITNESSES:

       SIGNATURE _________________________________      DATE     ___________________________ 
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Keenan & Associates, P.O. Box 2707, Torrance, Ca 90509

FULLERTON JOINT UNION HIGH SCHOOL DISTRICT
1051 W. BASTANCHURY RD., FULLERTON CA. 92833
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