	ALASKA DEPARTMENT OF LABOR  & WORKFORCE DEVELOPMENT

Division of Workers' Compensation  

P.O. Box 115512, Juneau AK 99811-5512

	EMPLOYER REPORT OF OCCUPATIONAL INJURY OR ILLNESS TO DIVISION OF WORKERS’ COMPENSATION

	EMPLOYER:  All questions with an asterisk (*) must be completed


	1.
Employer Name*
	2.
Industry (NAICS) Code Required on New Claims*
See http://www.census.gov/cgi-bin/sssd/naics/naicsrch
	611310 

	      
	
	


	3.
Employer Contact Name & Telephone
	4.
FEIN*
	5.
UI Number

	Supervisor 
	      
	926000147 
	      

	6.
Employer Mailing Address*
	7.
Employer Physical Address

	      
	      

	      
	      

	City
	State
	Zip Code
	City
	State
	Zip Code

	      
	   
	      
	      
	   
	      

	Country, if outside the United States
	      
	Country, if outside the United States
	    

	8.
Employee Name, Last
	First
	Middle
	Suffix

	      
	      
	      
	     

	9.
Employee Mailing Address*
	10.
Date of Birth*
	11.
Date of Death 

	      
	      
	      

	      
	12.
Employee ID Type & Number* 

	City
	State
	Zip Code
	 FORMDROPDOWN 
 
	      

	      
	   
	      
	Country, if outside the United States 
	    

	Blocks 13 – 17 are to be completed by the Insurer / Claims Administrator submitting this report to the Division of Workers’ Compensation

	13.
MTC Report*
	14.
JCN / AWCB*
	15.
Claim Status*
	16.
Claim Type*
	17.
Late Reason Code

	 FORMDROPDOWN 
 
	      
	 FORMDROPDOWN 
 
	 FORMDROPDOWN 
 
	 FORMDROPDOWN 
  FORMDROPDOWN 


	18.
Policy Information Number 
	None 
	Effective Date
	        
	Expiration Date 
	      

	19.
Insurer Name
	20.
Insurer FEIN
	21.
Insurer Type Code* 

	University of Alaska Self-Insured 
	926000147 
	 FORMDROPDOWN 
 

	22.
Claim Administrator Name*
	23.
Claim Administrator Primary Address*

	System Office of Risk Services 
	1815 Bragaw St, Ste 206 

	24.
Claim Admin FEIN*
	25.
Claim Admin Claim No.*
	      

	926000147 
	      
	City
	State
	Zip Code

	26.
Claim Admin Physical/Alternate Postal Code*
	3438 
	Anchorage 
	AK 
	99508 

	27.
Insured Name
	28.
Insured FEIN
	29.
Insured Type Code* 

	      
	      
	 FORMDROPDOWN 
 

	30.
Employment Status*
	31.
Days Worked / Week
	32. Wage
	33.
Wage Period Code
	34.
Employee Hire Date

	 FORMDROPDOWN 
 
	  
	      
	 FORMDROPDOWN 
 
	      

	35.
Occupation / Job Title
	      

	36.
Full Wages Paid for Date of Injury Indicator
	 FORMDROPDOWN 
  
	37.
Employer Paid Salary in Lieu of Compensation Indicator
	 FORMDROPDOWN 
  

	Employer must complete either Block 38 or 39 AND Block 40:
	41.
Date of Injury / Illness*
	42.
Time of Injury / Illness

	38.
Accident Site Information, if not on Employer Premises
	      
	      

	Organization Name
	43.
Date Employer First Knew of Injury / Illness
	44.
Date Claim Admin Knew of Injury / Illness

	
	
	

	Street
	      
	      

	
	For Blocks 45, 46 & 47 see: https://www.wcio.org/Document%20Library/InjuryDescriptionTablePage.aspx

	City
	State
	Zip Code
	

	
	   
	      
	

	Country, if outside the United States 
	    
	45. Part(s) of Body Affected*
	46.
Nature of Injury / Illness*

	39.
Explain Where Injury Occurred
	   
	   

	      
	47.
Cause of Injury / Illness*
	48.
Death Result of Injury Code

	40.
Accident Premises Code*
	 FORMDROPDOWN 
 
	   
	 FORMDROPDOWN 
 

	49.
Injury / Illness Due to Machine/Product Failure?
	 FORMDROPDOWN 

	51.
Mechanical Guard/Safeguards Provided?
	 FORMDROPDOWN 


	50.
List Any Machine/Substance/Object Causing Injury / Illness
	52.
If Machine What Part?

	     
	      

	53.
Initial Last Day Worked
	54.
Initial Date Disability Began
	55.
Initial Return to Work Date
	56.
Return to Work Type Code* 

	      
	      
	      
	 FORMDROPDOWN 


	57.
Return to Work With Same Employer?
	 FORMDROPDOWN 
 
	58.
Physical Restrictions Indicator
	 FORMDROPDOWN 
 

	59.
Signature of Authorized Employer or Representative
	60.
Title
	61.
Date Signed

	
	     
	     


07-6101 (Eff 07/22/2013)


