ACORD, WORKERS COMPENSATION FIRST REPORT OF INJURY OR ILLNESS

EHPLOYER (NAME & ADDRESS INCL 210} LR

KEYSTONE SMILES

COMMUNITY LEARNING CENTER
PO BOX 352

Knox PA 16232

SIC CODE EMPLOYER FEIN

251764570

CARRIER/ADMINISTRATOR CLAIM NUMBER * REPORT PURPOSE CODE *
JURISDICTION * JURISDICTION CLAIM NUMBER -
INSURED REPORT NUMBER
EMPLOYER'S LOCATION ADDRESS (IF HFFERENT) LOCATION £
PHONE #

814-797-2127

CARRIER/CLAIMS ADMINISTRATOR

CARRIER (NAME, ADDRESS & PHONE NO)

SELECTIVE INSURANCE COMPANY
Box 371468
Pittsburgh PA 15250

POLICY PERIOD

TO

CHECK IF APFROPRIATE

SELFINSURANGCE

CLAMS ADMINISTRATOR (NAME, ADBIRESS & PHONE NG)

CARRIER FEIN = POLICY/SELF-INSURED NUMBER ADMINISTRATOR FEIN *
WC7212948 :
AGENT NAME & CODE NUMBER
HB Beels & Son, Inc. 02372
EMPLOYEE/WAGE
NAME (LAST, FIRST, MIDDLE) DATE OF BIRTH SOCIAL SECURITY NUMBER DATEHIRED STATE OF HIRE
ADDRESS (INCL ZIP) SEX MARITAL STATUS OCCUPATION/AIOR TITLE
UNMARRIED

MALE SINGLE/DIVOACED

FEMALE MARRIED EMPLOYMENT STATUS

UNKNOWN SEPARATED
PHONE #OF DEPENDENTS | UNKNOWN NCCI CLASS CODE *
RATE DAY MONTH AVERAGEWEEKLY | #DAYS WORKED/WEEK | ()1 | pay FOR DAY GF INJURY? ves | NO

PER: — WAGES —
WEEK OTHER: DID SALARY CONTINUE? ves | NO
OCCURRENCE/TREATMENT
TIME EMBLOVEE c
TME EMPLOYS AM | DATEOFINMURY/LLNESS | TIME OF OCCURRENCE AM | LAST WORK DATE DATE EMPLOYERNOTIFIED | DATE DISABILITY BEGAN
PM PM

CONTACT NAMEPHONE NUMBER TYPE OF INJURY/ILLNESS PART OF 80DY AFFECTED

DD INJURYALLNESS EXPOSURE OCCUR ON EMPLOYER'S PREMISES?

f__T YES f__1 NO

TYPE OF INJURY/LLNESS CODE *

FART QF BODY AFFECTED CODE *

DEPARTMENTDFI LOCATION WHERE ACCIDENT OR HLLNESS EXPOSURE OCCURRED

ALL EQUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT
ORILLNESS EXPOSURE GOCCURRED

EXPOSURE OCCURRED

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN THE ACCIDENT OR ILLNESS

EXPOSURE OCCURRED

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT O ILLNESS

INJURED THE EMPLOYEE OR MADE THE EMPLOYEE f1.L

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND {NCLUDE ANY QBJECTS OR SUBSTANCES THAT DIRECTLY

CAUSE OF INJURY CODE *

IF FATAL, GIVE DATE OF DEATH

DAYE RETURN(ED) TO WORK WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED? | _|YES || |NO
WERE THEY USED? YES NG
PHYSICIANHEALTH CARE PROVIDER (NAME & ADDRESS) HOSPITAL (NAME X ADDRESS) INITIAL TREATMENT
NOMEDICAL TREATMENT
MINQOR: BY EMPLOYER
v MINOR CLINIC/HOSP
EMERGENCY CARE
WITNESSES (NAME & PHONE #) HOSPITALIZED > 24 HRS
B Irfu-rums MAJOR MEDIGAL/
[DATE ADMINISTRATOR NGTIFIED DATE PREFARED PREPARER'S NAME & TTTLE PHONE NUMBER
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