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	                                    EMPLOYEE INJURY REPORT FOLLOW UP

	EMPLOYEE
	

	PHONE #
	

	DATE INJURY
	

	 Doctor Name  or  Medical  Facility
	

	1st   Contact
	Name
	Phone #

	2nd  Contact 
	Name
	Phone #

	DIAGNOSIS
	

	EXAMS/TESTS


	

	INITIAL TIME LOST:
	Extensions
	TOTAL TIME LOST

	INITIAL COMP CONTACT
	Date/Person

	COMP 

FOLLOW UPS


	

	EMPLOYEE 

FOLLOW UPS


	

	SAFETY INVESTIGATION
	 NO             REQUESTED               YES: REPORT ATTACHED

	COMP 

INVESTIGATION
	 NO             REQUESTED               YES: REPORT ATTACHED

	RECOMMEND-ATIONS


	

	OTHER
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