
BENSALEM TOWNSHIP
 

EMPLOYEES REPORT
PLEASE FILL OUT THIS FORM IN DETAIL, FOR PROMPT HANDLING OF YOUR CLAIM.
 
 
NAME ___________________________________________________________________________________

DATE OF BIRTH______________________ DATE OF HIRE____________________________________

ADDRESS ________________________________________________________________________________
  
 
PHONE NUMBER ________________________ SOCIAL SECURITY #______________________________
 
 
MARITAL STATUS _________________________ # OF DEPENDENTS______________________________
 
 
DATE OF ACCIDENT______________ TIME ____________TIME STARTED WORK___________________

DATE NOTIFIED EMPLOYER ________________________________________________________________
 
 
EXPLAIN IN DETAIL WHAT HAPPENED TO YOU_______ _______________________________________
 
 
__________________________________________________________________________________________
 
 
__________________________________________________________________________________________
 
 
NAME AND ADDRESS OF FIRST ATTENDING PHYSICIAN TREATING YOU ______________________
 
 
__________________________________________________________________________________________
 
 
DATE YOU SAW THIS DOCTOR ____________________________________________________________
 
 
IS THIS A RE-INJURY OF A PREVIOUS INJURY__________ ____________________________________
 
 
IF SO WHEN WAS ORIGINAL INJURY ______________________________________________________
 
 
ARE YOU WORKING DISABLED ___________________________________________________________
 
 
EFFECTIVE DATE ________________________________________________________________________
 
 
DATE: _____________________________ SIGNED _____________________________________________
Revised 1/03                                                                                                                                      FORM #85A 
