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UNIVERSITY OF MAINE SYSTEM




INCIDENT REPORT



Workers’ Compensation: Employee Injuries & Illnesses
___________________________________________________________________________________________________________________________________________________________

	
	Instructions:  Use this form to report employee work-related injuries or illnesses that require medical attention or lost work time.  Employees should notify their supervisor of an injury or illness and also contact their campus workers’ compensation administrator.  The campus administrator will assist with completion of this form and report the claim for the employee to Cannon Cochran (CCMSI), the company that administers the University’s workers’ compensation claims.  (An exception to this process is at the UM campus where supervisors report the claim).
Cannon Cochran Fax#:   207-347-7099

	

	
	If you have any questions,  contact the Sr. Claims Representative for Cannon Cochran:
Loree Libby  1-866-787-8894  or  207-262-4386     LLibby@ccmsi.com

	

	
	Important Note:  Employees should also follow campus-specific protocol with regard to reporting work-related injuries or illnesses. Even if a work injury or “near miss” incident may not be workers’ compensation reportable, the injury or incident should still be reported to the employee’s supervisor and appropriate campus administration.
	

	
	____________________________________________________________________________________________________________________________________________________
	


1-Caller/Campus Contact and Basic Claim Information

	Campus Contact/Caller’s First Name:
	
	   MI:
	     
	 Last Name:
	
	

	 Title:
	     
	Phone #:
	     
	Fax #:
	     
	Email:
	     
	

	Loss Date:
	     
	Time:
	     
	 Lost Time from Work?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	

	


2-Employer Information  
	Location Code:    
	     
	Employer Name: University of Maine System
	   Campus:
	     
	

	Address:              
	     
	City:
	     
	State:
	     
	Zip:
	     
	

	


3-Accident Location  
	Incident occur on University property?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	If yes, provide campus name, building name (if applicable) and address.
	

	Location Name:
	     
	

	Address:              
	     
	City:
	     
	State:
	     
	Zip:
	     
	

	


4-Employee Information
	First Name:
	     
	MI:
	     
	Last Name:
	     
	Employee Id:
	     
	

	Address:              
	
	City:
	     
	State:
	     
	Zip:
	     
	

	Home Phone #:
	     
	Work Phone #:
	     
	    Social Security #:
	Provide Verbally 
	
	

	Gender:    FORMCHECKBOX 
 M     FORMCHECKBOX 
 F      
	Birth Date:
	      
	Age:
	      
	Marital Status:
	     
	# Dependents:
	     
	

	Job Title:
	     
	Supervisor’s Name:
	     
	

	Supervisor’s Title:
	     
	Supervisor’s Phone:
	     
	Benefit State: Maine or:
	     
	

	


5-Employment Information
	Hire Date:
	     
	Hire State: Maine
	   FORMCHECKBOX 
 Part-time Employee or  FORMCHECKBOX 
 Full time 
	Pay Type:   FORMCHECKBOX 
 Hourly or  FORMCHECKBOX 
 Salary
	

	Pay Frequency   FORMCHECKBOX 
 Bi Weekly  or   FORMCHECKBOX 
 Monthly
	Hours Worked Per Day:           
	     
	# Days in Work Week:
	     
	

	Avg. Hours Per Week:
	     
	Avg. Weekly Wage:
	     
	Occupation Code:
	     
	Job Class Code:
	     
	

	Will Employee Miss Work Beyond Injury Date?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	Employee Terminated?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, date:
	     
	

	Does employee also work for another employer?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   If yes, employer:
	     
	

	


6-Lost Time/Return-to-Work Information 
	Date Last Worked:
	     
	Disability Date (first day of lost time):
	     
	
	

	Received Full Wages?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	Salary Continued?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	Last Date Paid in Full:
	     
	
	

	Employee Returned to Work?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	Date Returned to Work:
	     
	
	

	


7-Incident Information
	Time Employee Began Work on Day of Injury?
	     
	Date Employer Notified by Employee:
	     
	Time:
	     
	

	Dept. Where Injury Occurred:
	     
	Employee’s Regular Dept.:  FORMCHECKBOX 
 Same   FORMCHECKBOX 
 Other:   
	     
	

	Employee Performing Regular Duties?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Activity Engaged In:
	     
	

	Accident/Loss Description:
	     
	

	Safety Equipment Provided?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Safety Equipment Used?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	

	Is there Reason to Doubt Validity of Claim?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	If yes, reason:
	     
	

	Was injured employee tested for drugs?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Did Another Person Cause This Accident?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	

	If yes, who caused the accident?
	     
	Phone:
	     
	

	Have you treated for or previously had this condition before?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  If yes, explain:
	
	

	


8-Injury Information
	Nature of Injury:
	     
	Cause of Injury:
	     
	

	Body Part Injured:
	     
	Describe Injury to Body Part:
	     
	

	Was Medical Treatment Provided?:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	If yes, Date:
	     
	Did Employer Authorize Treatment:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	

	Describe Treatment:
	      
	

	


9-Physician/Hospital Information
	Hospital/Clinic Information Known?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	If yes, Hospital/Clinic Name:
	     
	

	Address:              
	
	City:
	     
	State:
	     
	Zip:
	     
	Phone:              
	
	

	Physician Information Known?:    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	If yes, Physician full Name:
	     
	

	Address:              
	
	City:  
	     
	State:
	     
	Zip:
	     
	Phone:              
	
	

	Preferred Medical Care Provider Recommended by Employer?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	

	Preferred Medical Care Provider Accepted by Employee?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   
	

	


10-Witness Summary Information
	Was there a witness to the incident?:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   
	If yes, provide information on each witness.
	

	
	A) First Name:
	     
	MI:
	     
	Last Name:
	     
	

	
	Home Phone:
	     
	Work Phone:
	     
	Email:
	     
	
	

	
	B) First Name:
	     
	MI:
	     
	Last Name:
	     
	

	
	Home Phone:
	     
	Work Phone:
	     
	Email:
	     
	
	

	


11-Comments/Remarks (Enter any additional necessary information)
	
	     
	

	
	     
	

	









