Bureau of Workers'
Compensation

Chio

First Report of an Injury,

Occupational Disease or Death

By signing this form, I:
* Hect1o only receive compensation and/or benefits that are provided forin this claim under Ohio workers' compensstion laws;
+ Waive and refease my right to receive compensation and benefits under the workers' compensation laws of anather state for
the injury or nccupational diseass, or death resulting from an injury or occupational disease, for which |am Rling this chaim;

WARNING:

Any person who obtains compensation from
BWC or sellinsuring employers by knowingly
misrepresenting or concealing facts, making false

+ Agree thatl have not and will not file a claim in another state for the injury or occupational disease or death resulting from an
injury or occupational disease for which| am filing this claim;

* Confirm that| have not received compensation and/or benefits under the workers' compensation laws of another state for this claim,
and that | will notify BWC immediately upon receiving any compensation or benefits from any source for this claim.

Eocal .':ecumy TUMDET

statementsoracceptingcompensation towhich he
or sheis not entitled, is subject to felony criminal
prosecution for fraud.

(R.C. 2913.48)

Tast name, Tirst name, Mok mual Marital status | Uiate of birth

| O Single |
Home mailing address i"Sex [ Mariied  Number of depandents
0 Matle O Female [ Divorced |
Tty Country I oifferent from UG | O Separated [Bepariment name

O widowed
O Howr O Montn What days of the week 0o you usually work? Regular work hours

Per: O Year [J Other OSun OMon [¥Tues O Wed (JThur OFi OSat |From______ To
Have you been offered or do you expect to receive payrment or wagas ior this claim Trom anyone other than the Uhio Bureau | Liccupation of job title
of Workers' Compansation? DYes [INo I yes, please explain.

mpmmameA‘F’Flnl‘h GO\‘F Par,{-he‘y-s DBA 6obbq J0n€5 LmkS

Mailing address inumber and street, city or town, state, 21F code and county}

il (la - nve, Alphavetta, 6A 30005

Location, if different Trom maifing adtaress

Tlate ]}dngn TiFcode

Wage rale O Week

se/death infg.

¥

Was the place of accident or exposure on employer's premises? [ Yes [ No

(If no, give accident location, street address, City, state and ZiP code)

Date of injury/disease Time of njury tf fatal, give date of death

Oam. Odpm.
I5tate where

Date returned to work

[Time employee Date last worked
began work Oam. Op.m.
ate employer notified )

inju

Date hired hired Ltate where supervised

Description of accident {Describe the sequence of events that direcily
injured the employee, or caused the disease or death.}

Type of injury/disease and partis] of body affected
{For examgple: sprain of lower I_eft back!

orker and

Injured

Benefit i ] of ind ~1am applying for a claim under the Ohio Bureau of Workers™ Compensaticn Act for work-refated snjurres that | did not infict. | afteem k3t lefect (o receve compensaticn and benefils
unger Oh:us workers compenialon laws for my daim, and | waive and selease my right 1o file for anii receive compensation and benefis under the [aws of any ather s1ate ‘or this claim. | request payment for compensation and/
or medital banefiss as allowable, and authorue direct payment to my medical providers. | permit and authorire amy rovides who attends, treats or examines me, the Ohwo State Board of Pharmaty, the Obio Department of Job and
Fanmily Services and (e Ohio Rehabilitation Services Commission 1o release medical, psychological, psychiatne, pharmaceutical, vocational and secial informanor. | endersiand this may intlude personally identifying informatian
thatis casually or hustarically related to my physical or mental injuries relevani Lo issues recessary for the admimistration of my clam to BWC, the Industnal Cormission of Dhig, the emplayer in this claim, the employer's managed
care organuation ard any autharized representatives My previgus or futwre BWC clawms may alfect decisons made w this clam Proper adminsstiation of the present claim may require BW ta share claims information with the
employess of record [or their Juthorized represaniatives) and/or my authonized representative lor any and all such previdus o future claims. The released claims information may incluce amy record maintained in my claim files.

Injured worker signature Date [E-mail address Telephane number [™ork number
{ 1

elephone number ax number Initial treatment date

i ) { ]
City

ealth-care provider nanme

Sireet address Siate

S-digin 2P code

Diagnosisies); Include ICD codels)

Will the incident cause the mjured worker 1o
miss eight or more days of work?

E code

Treatment info.

OvYes O No

|Is the injury causally related to the industrial incident? OYes ONo

| ti-cigit BWC provider number Date

Health-care provider signature

Employer pohcy number Ermployer is sell-insuring

5 - —
HE Injured worker 15 ownerfpartner/member of firm

[ Fegeral ID number Manual numoer
2e=-3611531

Was employee hospitalized overmight as an inpatient?

g00901115
5523 | 1478 802-6276

O Yes O No

If treatment was given away from work site, provide the facility name, street address, city. state and ZiP code

Telephona number

(618 19 052

Was employee treated i an ermergency room?

| E-mail address

OYes O No

For self

[} Claritication - The employer clanfies
and allows the clawn for the condition(s) below:
O Medical only [ Lost time

ployers or

MEURING £m

(] Centification - The emplayer
certifies that the facts in this
application are correct and valid.

[] Rejection - The emplover
rejects the validity of this claim for
the reasonls) listed below:

mployer inf:

E

Employer signature and title Date OSHA case number

BWC-1101 (ﬁev. 6/12/2014) This form meets OSHA 301 requirements

FROI-1 (Combines C-1, C-2, C-3, C-8, C-50, OD-1, OD-1-22}



