COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF LABOR AND INDUSTRY
BUREAU OF WORKERS' COMPENSATION
1171 8. CAMERON STREET, ROOM 103
HARRISBURG, PA 17104-2501
{TOLL FREE) B00-482-2383
TTY (TOLL FREE) 800-362-4228

EMPLOYER'S REPORT
OF OCCUPATIONAL
INJURY OR DISEASE
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NOTICE: Report should be clearly completed, (preferably typed)
and original mailed 1o the Bureau at the address in the upper left
corner and a copy 1o employee and insurer.
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LIBC 344

TYPE OF INJURY CODE PART OF BODY AFFECTED CODE

CAUSE OF INJURY CODE {ENTER CODES, [F KNOWN)

! d

TYPE OF INIURY OR ILLNESS

PARTS OF BODY AFFECTED

CAUSE OF INJURY

DID INJURY OR ILLNESS OCCUR tF OUT OF STATE. SPECIFY WERE SAFEGUARDS OR SAFETY WERE SAFEGUARDS OR SAFETY
ON EMPLOYER'S PREMISES? STATE OF INJURY EQUIPMENT PROVIDED? EQUIFMENT LISED?
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NO

NO

ALL EGUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS LSING WHEN ACCIDENT OR ILLNESS EXPOSIURE CCCURRED

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION QCCURRED. DESCRIBE THE SEQUENCE OF £VENTS AND INCLUDE ANY OBJECTS OR SUBSTANGES DIREGTLY RESPONSIBLE.

IF FATAL, GIVE DATE OF DEATH INITIAL TREATMENT:
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Any individual filing misleading or incomplete information knowingly and with intent to
defraud is in viclafion of Section 1102 of the Pernsylvania Workers' Compensation Act
and may also be subject to criminal and civil penalties through Penngylvania Act 165.



