STATE OF NEW YORK
WORKERS' COMPENSATION BOARD

EMPLOYER'S REPORT OF INJURY LNESS
e directly to Cpaltman, Workers’ Compensation Board st address shown on reverse side within ten (10) days

nt occurs. Answer all questions fully. Cew:mmuhumuwurmmwﬂlr.mhhmnﬂmul
versions of Forms C-2 and C-2.5.

PLEASE PRINT OR TYPE—INCLUDE ZIP CODE IN ALL ADDRESSES —EMPLOYEE'S 8.8. NO. MUST BE ENTERED BELOW v

WCB CASE NO. [ f Known) CARRIER CASE MO CODE NO. WC POLICY NUMBER DATE OF ACCIDENT EMPLOYEE'S 85 NO.
s W204002
113) EMPLOYER S NAME {0) EMPLOYER 5 MAILING ADORESS 6] OSHA CASE/FILE NO. |
19) LOCATION (if different from mail address) 79) NATURE OF BUSINESS (Principal products, services, eic.) UL Reg.
2. (a) INSURANCE CARRIER [ CARFIEA S ADDRESS
THE STATE INSURANCE FUND 199 Church Street, New York, NY 10007
1 (a) INJURED PERSON (FIRST, ML, LAST) ) ADORESS (inchude M. & Sireet, City, Stais, Zip & AL No)
=T ADORESS WHERE ACCIDENT OCCURRED COUNTY ViAS ACCIDENT ON EMPLOYERS
e PREMISES?
G e i O ves O wo
e |5 TIME OF ACCIDENT & DEFT. WHERE REGULARLY EMPLOYED &-n DATE STOPPED WORK BECAUSE T0) WiAS INJURED PAID N FULL
. ; THIS INJURYMLLNESS FOR DAT?
' AM PM O ves O wo
& SEX W AGE ~110. OCCUPATION (Speciic job tile &l which employed). i
l -
P
5 = 1.1a) AVERAGE EARNINGS [0) TOTAL EARNINGS PAID D DURING 52 WEEKS
U PER WEEK? PRIOR TO DATE OF ACCIDENT (inchude
R 3 bonuses, overtima, valus of lodging, #ic)
E M | 28] PAAT OR FULL 5] MJURED WORKER'S WORK
TIME WORKER? WEEK (Indicate days of week
l.lllll'fﬂﬂﬂ'l b
W | NAUREOF FIURY AND PART(S) OF BOOY AFFECTED | 1400 YOU PROVIOE MEDICAL CARE? IF YES, WHENT
A Oves Owo
TR 1 AND ADD DOCTOR {5) NAME AND ADORESS OF HOSPITAL
R J
E U
R
ﬂp . L FAS EMPLOYEE RETURNED TO WORK? IF YES, DATE AT WHAT WEEKLY WAGE?
O ves O wo
NOTE: FORM C-11 MUST BE FILED EACH TIME THERE IS A CHANGE IN EMPLOYMENT STATUS
mww'wrmEmmewmwﬂeummzmmumnmmmWMmmmwmmmm-l
c
A
u
E
18 HOW DID THE Ancmﬁuruﬂmnsunz DCCURT [Plaase cescribe lully the svents thal resufied i injury of occupaiional di3sase. Toll whal happened and how
E I happensed. Pleass use separsts sheet If necsisary)
A
[
5
p [ 79 OBJECT OR SUBSTANCE THAT DIREGTLY INJURED EMPLOYEE, e4., the machina _mnmnwmmﬂwmmvwnwmmﬂm
E thwmummmmmmﬂmmwﬂMmIrung.pqﬂq,w-.
T
R i S e
20 DATE OF DEATH NAME/ADDRESS OF NEAREST RELATIVE - RELATIONSHIP
FATAL
CASES




