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Accident Report Guide 
 

This Accident Report Package must be completed fully for every work-related accident or illness and for 

every injured person. 

 

This report will: 

1. Assist employees in obtaining immediate medical treatment 

2. Inform the supervisor/authority how the accident happen 

3. Record the accident, the follow-up for future prevention 

 

IMPORTANT OSHA LEGAL REQUIREMENTS and Common Asked Questions:  

1904.39(a) Basic requirement. Within eight (8) hours after the death of any employee from a work-related 
incident or the in-patient hospitalization of three or more employees as a result of a work-related incident, you 
must orally report the fatality/multiple hospitalization by telephone or in person to the Area Office of t he 
Occupational Safety and Health Administration (OSHA), U.S. Department of Labor, that is nearest to the site of 

the incident. You may also use the OSHA toll-free central telephone number, 1-800-321-OSHA (1-800-321-
6742). –YOU MUST CALL OSHA in case of an amputation within eight hours-. 
1904.39(b) Implementation.  
1904.39(b)(1) If the Area Office is closed, may I report the incident by leaving a message on OSHA's 

answering machine, faxing the area office, or sending an e-mail? No, if you can't talk to a person at the 
Area Office, you must report the fatality or multiple hospitalization incidents using the 800 number. 
1904.39(b)(2) What information do I need to give to OSHA about the incident? You must give OSHA the 
following information for each fatality or multiple hospitalization incidents: 
1904.39(b)(2)(i) The establishment name; 
1904.39(b)(2)(ii) The location of the incident; 
1904.39(b)(2)(iii) The time of the incident; 
1904.39(b)(2)(iv) The number of fatalities or hospitalized employees; 
1904.39(b)(2)(v) The names of any injured employees; 
1904.39(b)(2)(vi) Your contact person and his or her phone number; and 
1904.39(b)(2)(vii) A brief description of the incident. 
1904.39(b)(3) Do I have to report every fatality or multiple hospitalization incident resulting from a 

motor vehicle accident? No, you do not have to report all of these incidents. If the motor vehicle accident 
occurs on a public street or highway, and does not occur in a construction work zone, you do not have to report 
the incident to OSHA. However, these injuries must be recorded on your OSHA injury and illness records, if you 
are required to keep such records. 
1904.39(b)(4) Do I have to report a fatality or multiple hospitalization incident that occurs on a 
commercial or public transportation system? No, you do not have to call OSHA to report a fatality or 
multiple hospitalization incidents if it involves a commercial airplane, train, subway or bus accident. However, 
these injuries must be recorded on your OSHA injury and illness records, if you are required to keep such 

records. 
1904.39(b)(5) Do I have to report a fatality caused by a heart attack at work? Yes, your local OSHA Area 
Office director will decide whether to investigate the incident, depending on the circumstances of the heart 
attack. 
1904.39(b)(6) Do I have to report a fatality or hospitalization that occurs long after the incident? No, 

you must only report each fatality or multiple hospitalization incident that occurs within thirty (30) days of an 
incident. 
1904.39(b)(7) What if I don't learn about an incident right away? If you do not learn of a reportable incident 
at the time it occurs and the incident would otherwise be reportable under paragraphs (a) and (b) of this 

section, you must make the report within eight (8) hours of the time the incident is reported to you or to any of 
your agent(s) or employee(s). 

 Accident Report Package 
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General Supervisor’s Responsibility 

 

Main Objective 

Prevention of Injuries: Safety is a key to reducing injuries, thereby, controlling workers’ compensation cost 

 

After Injury: 

When a supervisor receives notice or has knowledge of a work related injury or illness, he/she must:  

1. Determine the worker’s immediate medical needs and arrange treatment (IN CASES OF A SERIOUS 

ACCIDENT OR INJURY DIAL 911) 

2. Refer the employee to the nearest Medical Provider Network clinic 

3. Notify to Manager, Safety Officer, Human Resources Manager or Workers Compensation Office 

 

First Day Supervisor’s Responsibility: 

 

1. Identify the cause of the injury or illness and take the necessary steps to secure the workplace to avoid 

further injury. 

2. If equipment was involved in the injury (broken chair, ladder, machinery, vehicle, etc.), take necessary 

steps to secure the evidence. 

3. Perform an accident investigation (if possible, recreate the accident and take pictures). 

4. Complete the “Supervisor Accident Report” within 24 hours of injury and forward the completed form 

to the office. 

5. Attach all pictures of the accident to this report. 

6. Within one working day of notice or knowledge of incident, complete line 1 and the employer section 

with the exception of line 13 of the Employee Claim Form (DWC-1) 

a. Remove the gold copy (worker’s Compensation Office Acknowledgment) of the employee 

Claim Form (DWC-1). 

b. Provide the worker the DWC-1 Claim Form (or his/her dependents or agent) within one working 

day. The form may be delivered personally or by first-class mail. 

i. NOTE: completion of the remainder of the claim form is the responsibility of and at the 

discretion of the employee.  

c. Upon return of the claim form, make sure the employee has removed the pink copy 

(“Employee’s Temporary Receipt”) of Employee Claim Form (DWC-1) 

d. Forward the remaining white (original) copy to the office.  

7. Provide the worker the “Employee Accident Report”. Ask him/her to fill it out completely, including the 

section III “Employee Authorization”. 

8. Complete the “Employer’s First Report of Injury/Illness” (form “5020”) 

 

Below are forms (please print neatly in ink). 

 

 

ATTENTION: This form contains information relating to employee’s work-related injury and must be used in a manner 

that protects the confidentiality of the employee to the maximum extent possible. 

 

Accident Report Package 
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Section I: EMPLOYEE INFORMATION 

 

Name:________________________________________________________ SSN:_______________________________ 

 

Home Address:___________________________________________________________________ Apt._____________ 

 

City:_____________________________________  Zip Code:________________ Home Phone #:___________________ 

 

Sex: M     F                  Date of Birth:__________________________  Age:_______  

 

Job Title:____________________________________________ Department:___________________________________  

 

Supervisor’s Name (printed):_ ______________________________________________________________  

 

Section II: INJURY/ILLNESS INFORMATION 

 

Date of Accident:_____________________________    Time:________ a.m. p.m. Time Shift Began: ________ a.m. p.m. 

 

Date Reported:________________________________ Time:________ 

 

Is this injury related to a traffic accident?  Yes      No        

 

Were any other employee injured at the same time? Yes       No 

 

Where did illness/injury occur? (address and city):    _______________________________________________________ 

  

__________________________________________________________________________________________________ 

 

What were you doing before the accident occurred?________________________________________________________ 

 

__________________________________________________________________________________________________ 

 

Was this part of your normal job duty? Yes      No        

 

What happened? ____________________________________________________________________________________ 

 

 _________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________  

 

__________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________  

 

__________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________  

 

Employee Initials_______________ 

Employee Accident Report (page 1 of 3)  
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BODY PART: Check the appropriate box(s) and on the line provided specify the location by indicating LE for Left, RT 

for Right, BO for Both, FR for Front, and BA for Back.)  

 

 Head/Skull _____  Arm____  Leg____  Heart____  Back, Upper 

 Nose____  Elbow____  Hip____  Chest____  Back, Mid 

 Ear____  Ankle____  Foot____  Lung____  Back, Lower 

 Tooth____  Finger____  Knee____  Abdomen____  Neck____ 

 Mouth____  Wrist____  Toe____  Psyche____  Eye____ 

 Shoulder____  Hand____  Other__________  Other__________  Other__________ 

 Other__________  Other_______       

 

NATURE OF INJURY: (Check appropriate box.) 

 

 Irritation/inflammation  Emotional Stress  Trauma/Contusion 

 Sprain/Strain  Heart  Puncture/Laceration 

 Repetitive Motion  Bite  Abrasion 

 Fracture  Exposure (To what)  

 Other  

 

Describe in your own words the type of injury or illness: ___________________________________________________ 

  

_________________________________________________________________________________________________  

 

_________________________________________________________________________________________________ 

 

 

What object or substance directly harmed you?___________________________________________________________ 

 

_________________________________________________________________________________________________ 

 

 

Help us: What could be done to prevent this kind of accident in the future? (Actions, guards, rules, etc.) 

 

_________________________________________________________________________________________________  

 

_________________________________________________________________________________________________  

 

_________________________________________________________________________________________________  

 

 

Report prepared by (if different from the injured employee): 

 

________________________________________________________________________________________________  

  

 

Employee Initials_______________ 

Employee Accident Report (page 2 of 3)  
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Section III: EMPLOYEE AUTHORIZATION 

 

Check ALL the statements that you understand and agree 

 
I understand that it is my right to apply for Workers’ Compensation benefits.  

I authorize release of medical information regarding this accident to this company and their claim administrators.  

I declare that all my declarations on this Employee Accident Report form are true. 

I understand it is a criminal offense to file a false claim to obtain workers compensation benefits.  

I understand that I can receive medical attention only through the company’s Medical Provider Network. 

 
Declaration of inability to read and/or write (must be fill only if the employee doesn’t how to read): 

   

I declare that this form was read to me in a language that I can understand, and I agree with all the statements above, 

declarations and accident description on this employee accident report    Yes         No 

 
Signing this form you understand: Any person who makes or causes to be made any knowi ngly false or fraudulent material statement or material representation for 
the purpose of obtaining or denying workers compensation benefits or payments is guilty of a felony.  

 

 

EMPLOYEE SIGNATURE: _______________________________________________________________________ 

 

 

DATE:____________________ 

 
Signing this form you understand: Any person who makes or causes to be made any knowingly false or fraudulent material statement or material representation for  
the purpose of obtaining or denying workers compensation benefits or payments is guilty of a felony. 

 

 

Witness Signature: ________________________________________________________________________________ 

 

 

DATE:_________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

Employee Accident Report (page 3 of 3)  
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Section IV: Witness Declaration 

Date:__________________________ 

 

Witnesses Name:___________________________________________________________________________________ 

 

Job Title: ____________________________________________ Department:___________________________________  

 

Name of the person injured ___________________________________________________________________________  

 

Where were you when the accident happened? ____________________________________________________________ 

 

__________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________  

 

Did any object or substance directly harmed the injured?  (If yes, explain)_______________________________________ 

 

__________________________________________________________________________________________________ 

 

How many employees were injured? _______________ 

 

What did you see (how did the accident happen)? __________________________________________________________ 

 

__________________________________________________________________________________________________  

 

__________________________________________________________________________________________________  

 

__________________________________________________________________________________________________  

 

__________________________________________________________________________________________________  

 

 In your opinion, what could be done to prevent this kind of accident in the future? (Actions, guards, rules, etc.) 

 

_________________________________________________________________________________________________  

 

_________________________________________________________________________________________________ 

 

_________________________________________________________________________________________________  

 

Report prepared by (if different from the injured employee):_______________________________________________  

  

I understand it is a criminal offense to file a false claim to obtain workers compensation benefits.  
Declaration of inability to read and/or write:   

I declare that this form was read to me and I agree with all the statements above, declarations and accident description on 

this witness accident report    Yes         No 
Signing this form you understand: Any person who makes or causes to be made any knowingly false or fraudulent material statement or material representation for  
the purpose of obtaining or denying workers compensation benefits or payments is guilty of a felony. 

 

EMPLOYEE SIGNATURE: _______________________________________________________________________ 

Witness of Accident Report 
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Section V: SUPERVISOR REPORT 

 

Supervisors’ Name:________________________________________________________________________________ 

 

Name of the person injured ___________________________________________________________________________  

 

This illness/injury was reported to me on: Date: _____________________  Time:_____________________ am. pm. 

 

How was the illness/injury reported? In person Phone Other  

 

If other, explain:___________________________________________________________________________  

 

 

 

 

 

Was employee performing usual job duties when injured? Yes        No    

 

Where did illness/injury occur? (address and city): 

 

_________________________________________________________________________________________________ 

  

__________________________________________________________________________________________________ 

 

Did employee work after date of injury?  

 

If yes, date returned:____________________ If no, anticipated date of return:______________________  

Is there any reason to believe this may NOT be a valid claim?   Yes        No  

If incident was witnessed, provide the name(s), address, and phone number of the witness(s):  

Name(s):________________________________________________________________________________________ 

Address:________________________________________________________________________________________ 

Phone:__________________________ 

It is any pictures of the accident? Yes        No   

 

If YES, where are they? ____________________________________________________________________________ 

 

Did you perform an accident investigation? Yes      No 

 

If NO, Why?_____________________________________________________________________________________ 

 

Did you perform an accident recreation?  Yes       No 

 

If NO, Why? ____________________________________________________________________________________ 

Type of Injury / Illness (Check One)  Medical Treatment Expected 

 Incident Report / First Aid Only 

Supervisors’ Accident Report (page 1 of 3)  
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Personal point of view in how this accident happen (accident investigation results)     __________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

_______________________________________________________________________________________________ 

 

Feel free to add more pages, did you add anyone?  Yes     No     If yes: How many?_______ 

 

BODY PART: Check appropriate box(s) and on the line provided specify the location by indicating LE for Left, RT for 

Right, BO for Both, FR for Front, and BA for Back.)  

 

 Head/Skull _____  Arm____  Leg____  Heart____  Back, Upper 

 Nose____  Elbow____  Hip____  Chest____  Back, Mid 

 Ear____  Ankle____  Foot____  Lung____  Back, Lower 

 Tooth____  Finger____  Knee____  Abdomen____  Neck____ 

 Mouth____  Wrist____  Toe____  Psyche____  Eye____ 

 Shoulder____  Hand____  Other__________  Other__________  Other_________ 

 Other 

 

NATURE OF INJURY: (Check appropriate box.) 

 

 Irritation/inflammation  Emotional Stress  Trauma/Contusion 

 Sprain/Strain  Heart  Puncture/Laceration 

 Repetitive Motion  Bite  Abrasion 

 Fracture  Exposure (To what)  

 Other  

 

Supervisors’ Accident Report (page 2 of 3) 
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CAUSE OF INJURY/ILLNESS: (Check appropriate box.) 

 

 Design of workstation/building  Uneven or slippery surface  

 Rules/procedures not followed  Horseplay 

 Incorrect body position in relation to work  Exposure (chemical, noise, etc.) 

 Incorrect tools or mechanical aids used  Vehicle operation 

 Equipment operated incorrectly  Congested area (storage) 

 Environmental factors (weather, lighting)   Animal or insect 

 Action of fellow employee/member of public  Conflict with supervisor 

 Protective devices or guards  Inattention or distraction 

 Rules/procedures inadequate  

 Other (please explain) 

SOURCE OF INJURY (Check appropriate box.) 

 

 Structure  Equipment/Tools  Material 

 Objects  Environment  Person 

 Other 

 

 

PREVENTATIVE MEASURES (Check one or more actions.) 

 

 Provide more complete job instruction  Update or revise procedures 

 Enforce work rule  Provide safe equipment 

 Provide proper tools, equipment  Reinforce employee training 

 Provide personal protective equipment  Modify workstation or building 

 Contract third party to effect correction  

 Other (please explain below) 

 

How can this accident can be prevented on the future? ____________________________________________________ 

 

________________________________________________________________________________________________ 

 

________________________________________________________________________________________________ 

 

Is further investigation required? Yes      No  

 

Did the employee seek MEDICAL TREATMENT?   Yes        No    

 

Is this a re-aggravation of previous injury? Yes       No            Date of initial injury: __________________________ 

 
Signing this form you understand: Any person who makes or causes to be made any knowingly false or fraudulent material statement or material representation for 
the purpose of obtaining or denying workers compensation benefits or payments is guilty of a felony.  

 

Supervisor Signature: ___________________________________________________________ 

Supervisors’ Accident Report (page 3 of 3)  
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Slate of California  
EM PL OY E R'S ` RE P OR T OF O C C U PA TI ON AL  

IN JU R Y OR  I LL N ES S  

Plea se co m plet e i n t ripli cat e (t ype i f p o ssi ble ) M ail to  co pie s t o::  OS HA  CA SE N O.  

FA TA LI TY   

Any person who makes o r causes to be made any knowing ly false 

or fraudulent mater ial statement or mat erial representation  for the 
purpose of obtain ing or  denying workers compensation benefits 

or payment s is gu ilt y of a felony.  

C alifo rni a l aw  re qui re s e m plo ye rs t o rep or t wit hin fi ve  d a ys of kn o wle dg e e ve ry o ccup ati on al inj u ry or  il lne ss whi ch re sult s in l o st  ti me b e yo nd  t he d at e o f t he  in ci de nt OR  
re qui re s me di cal t re at m en t b e yon d fi rst  ai d. If an  e m plo yee  su b seq ue ntl y die s a s a  re sult of a p re vi ou sl y re po rt ed  inju ry o r il ln e ss,  t he e mpl o yer  m u st  file  wi thi n fi ve da ys o f 

kno wl ed ge  a n a me nd ed  re po rt  in di cati ng  d ea th . I n ad ditio n, e ve ry seri ou s inj ury, il ln e ss,  o r de at h mu st be  re po rt ed  im m edi at el y b y t ele ph on e o r t ele g ra ph  to  t he  n ea re st offi ce 
of t h e Calif o rni a Di vi sio n of Occu p atio n al S af et y an d H eal th.  

E
M

P
L
O

Y
E

R
 

1. FI R M  NA ME   

 

la. P oli cy N u mb e r  Please do 

not use  
this column  

2. M AIL I N G A D D RE SS:  (N u mb e r, St re et . Cit y.  Zip )  

  

2a.  P ho n e Nu m be r  CA SE  N UM BE R   

 

3. L OC A TI ON  if diff eren t f ro m Mailin g Ad d re ss (N u mb e r, St re et , Cit y a nd Zi p )  

 

33. Location Code  

OWN E R S HI P  

4. N A TU RE OF B USI N ES S; e. g. Pai nti ng co nt ra cto r,  wh ole sale  g ro ce r, sa w mill, ho tel ,  et c.  

 

6. Stat e unemployment  insurance acct. no  

IN
J
U

R
Y

 O
R

 IL
L

N
E

S
S

 

6. TYP E OF E M PL OY E  

                                                P ri vat e                      S ta te                              Co un t y                                 Cit y                                        S ch o ol Di st ri c                                    Oth e r Go v't, 
Sp e cif y: __ _ __ __ _ __ __ __ _ __ __ _ __ __ __ _ __  

 

IN D U S TRY  

7. D A TE OF I N JU R Y I ONS E T OF I LL N ES S 
(mm/dd/yy)              Click here to enter a date. 

8. Tl ME  I N JU RY /L L NE SS  OC C U R RE D   
 
         _________________AM        __________________PM  

9. TI M E EM P L OY EE  B E GA N WOR K   
 
     _____________AM   _______________PM  

10. I F EM P L OY EE  DIE D , DA TE OF DE A TH 
(mm /d d/ yy)  OC C U PA TI ON  

11,  U NA BL E TO WOR K  FOR A T LE AS T ONE  

FU LL D AY  A FTE R OF I N JU RY ?  
 
Yes              No  

12.  DA TE LA S T WOR K E D (m m/ ddl yy)  13.  DA TE RE TU R N E D TO WOR K  (m m/ d d/ yy)  14. I F S TlL L OFF WOR K , C HE C K THI S B OX :  

 
  

 
15.  P Ai D FUL L D AY S WA GE S FOR  DA TE OF 
N JU RY  OR LA S T D AY  WOR K E O?  

             Y e s          No   

16.  S AL A RY  B EI N G C ON TI N U ED ?  
 

                    Y e s                 No  

17.  DA TE OF E M PL OY E R'S K N O WL E D GE  
N OTI CE OF I N JU R Y/I L L NE SS (m m/ dd / yy)  

18.  DA TE EM PL OY EE  WAS  P R OVI D E D 
C LAI M FOR M  (mm /d d/ yy)   

SEX  
 

19.  S PE CI F I C I N JU R Y/I L LN ES S A N D P A R T OF B OD Y  A FFE C TE D,  ME DI C AL  DIA GN OS IS  if a vail abl e, e. g. Se co nd d eg re e b urn s on  ri ghl  a rm, te nd o niti s o n l eft  el bo w,  le ad  p oi so nin g  A GE  

 

20.  L OC A TI ON WH E R E EVI E N T OR  E XP OS U R E OC C U R R E D (N u m be r, St reet , Cit y,  Zip )  20 a. C OU N TY   21.  ON E MP L OYE R 'S  P RE M IS ES ?  
 

            Yes             No   

DA IL Y H OU R S  

 

22.  OEP A R TM E N T WH E R E EVI E N T OR  E XP OS U R E OC C U R R E D, e. g. Shi ppi ng  d ep a rt me nt , ma chin e sh op.   23.  Ot h er  Wo rke rs inju red  o r il l in  t hi s e ve nt ?  

 
        Ye s              No  DA YS  P E R 

WE EK  

24.  E QU IP M E N T, M A TE RI A LS A N D C HE M IC A LS TH E EM P L OY EE  WAS  US IN G WH E N  E VE N T OR  EX P OS U R E OC C U R R E D, e. g. A cet yle n e, w eldin g to rch, fa rm t ra ct or , scaff old   

WE EK LY  
H OU R S  26.  S PE CI F I C AC Tl Vl TY TH E E MP L OYE E WA S P E R FOR MI N G WH E N  E VE N T OR  E XP OS U R E OC C U R R E D, e. g. Wel din g se am s o f me tal fo rm s,  lo adi ng b o xe s o nt o t ru ck.   

WE EK LY  WA GE  

26.  H OW I N JU R Y/ IL L NE SS OC C U R R E D.  DE SC R IB E S E QU E N CE  OF EV E N TS . S PE C I FY OB JE C T OR  E XP OS U R E WH I C H DI R E C TL Y P R OD U CE D  THE I N JU RY/ IL L NE SS , e .g . Wo rker  slip pe d ba ck t o in sp e ct w o rk and 
slipped on scrap material. As he fell, he brushed against fresh weld, and burned right hand. USE SEPARATE SHEET IF NECESSARY  

C OU N TY  

27. N ame and address of physician (number, street,  cit y, zip)  27a. Phone Number  NA TU R E OF 

IN JU R Y  

 

28. Hospitalized as an inpatient overnight?        N o   Yes If ye s then , name and address of hospital (number, street, cit y, z ip)  

28a. Phone Number   

PA R T OF B OD Y  

29. Emplo yee treated  in emergency room?  

                       Y e s                    No  

A T T E NT I O N: This form contains information relating to employee health and must be used in a manner that prot ect s the confidentialit y of employees to the ext ent p ossible w hile t hi s i nf orm atio n i s b ein g u se d f o r 

o ccu p atio nal  sa fet y a n d h e alth  p u rp o se s. Se e C C R Titl e 8 1 4 30 0. 29  (b )(6 )- (10 ) & 1 4 30 0. 35 (b)(2) (E)2.   
Note; Shaded boxes indicate confidential employee information as listed in CCR Title 814300.35(b)(2)(E)2".  

S OU R CE  

E
M

P
L
O

Y
E

E
 

30.  E M PL OY EE N A ME  31.  S OC IA L SE C U RI TY N U MB E R  32.  DA TE OF B IR TH  (m m /d d/ yy)  
EVE N T 

33.  H OME  A D D R ES S (Nu m be r,  St reet , Cit y, Zip )  33 a. P H ON E N U MB E R   

S E CO NDA RY  S O UR CE  

34.  S EX   

                    Mal e         Fe m ale   

35.  OC C U PA Tl ON  (R eg ula r j ob  titl e, N O initi al s, ab b re vi ati on s o r nu m be rs)    36.  DA TE OF II I RE (m m/ dd / yy)  

37.  E M PL OY EE U S UA LL Y WOR K S  
 

       __ __ _ __ __  h ou rs p er  d a y,         _ __ __ _ __ _ da ys p e r w ee k        _ __ __ _ __ to tal w ee kl y h o urs  

37 a. E MP L OY ME N T S TA TU S   37 b. U N OE R WH A T CL AS S C OD E OF OU R  
P OL I CY  WH E RE WA GE S AS SI GN E D         R eg ula r, full -ti me            p ar t –ti me  

        
        te m po rary                     se a son al  E X TE N T O F I NJ URY  

38.  GR OS S WA GES /S AL A RY   p e r  39.  OTH E R P AY M E N TS N OT R EP OR TE D AS  WA GESI SA L AR Y (e.g . ti p s, m eal s, o ve rti m e, bo n u se s, 
et c. )?                             Ye s                  N o   

 
C om ple te d B y (t ype  o r p rint )  Sign at u re  & Title  D ate  (m m/ d d/ yy)  

• Confidential information  may be disclosed  only to the employee, former employee, or their  personal representat ive (CCR T itle 8 14300.36),  to others for the purpose of p rocessing a workers' compensat ion or  ot her Insurance claim; 

and under certain circumst ances to a pub lic health  or law enforcement agency o r to a consultant  hired by the employer (CCR  Title 8 14300.30). CCR Title 8 14300.40 requires provision upon  request to ce rtain  st ate and  federal 

workplace saf et y agencies.   

FOR M  5 02 0 (Re v7 ) Jun e 20 0 2                                                                                                                                                                                                                                               FI L LI N G OF TH IS FOR M  I S N OT A N A D MI SSI ON  OF L IA BIL I TY  


