
WC FORM #1



 
 WORKERS’ COMPENSATION INFORMATION SHEET 

 
 

 

 

 

 

 

 

RE: Employee / Student Name:   _____________________________________ 
 Employer:   Coast Community College District 

 Claim#:   ____________ 

 Date of Injury:   _____________ 

 

In order to assist us in processing your workers’ compensation claim, we need you to complete and sign the enclosed 
Medical Release Authorization and Medical History forms.  We would appreciate your returning these forms 

promptly. 
 

Also, please advise of any prior Workers’ Compensation Awards or Permanent Disability Ratings you may have 
received. 
 

Thank you for your consideration in this matter. 

 

 
 

Enclosures 

 
 

 

 
 

 

 

 
 

 

 
 

 

 

 
 

 

 
 

 

 
 

 

 
WC FORM #2 



 
 
 

 

 
 

 

 

MEDICAL CLAIM HISTORY OF: 

 

RE: Employee / Student Name:   ________________________________________ 

 Employer:  Coast Community College District 
 Claim #: ______________ 

 Date of Injury: ______________ 

 

 

For the purpose of having a complete medical history to provide your treating doctor, please complete the bottom of 

this sheet to the best of your ability.  If you have been treated at a Kaiser facility, please include your medical record 
number and the names of the physicians who have treated you.  Also, if you are a Medicare recipient, please include 

your Medicare card number or HIC number. 

 

During the past ten years, I have received medical treatment at the following: 
(Please proved the names of Hospital/Physician, Address, Body Part and Year of Treatment) 

 

1. 
 

2. 

 
3. 

 

4. 

 
5. 

 

6. 
 

7. 

 

8. 

 

 
Have you ever had a prior workers’ compensation award or disability?  Yes or No (please circle) if yes, please explain 

and provide the name of the employer and the physician who made the determination of your disability. 

 

 
 

 

 
 

 
WC FORM #3 



 
OCC EMPLOYEE’S / ALLIED HEALTH STUDENT REPORT OF INJURY 

  

YOUR NAME: 

Home 
Address: 

 Social Security #:  

Date of Hire:  Phone Number:  

Job Title:  Date of Birth:  

Circle One: Employee     /     Allied Health Student Date of 

Injury/Exposure/Occurrence: 

 

 

 

Time you started work:  _______________________    Time Injury Occurred: ____________________________ 
 

 

 

Circle Employment Status:       Full-time      /      Part-time      /      Temporary      /      Allied Health Student 

 

Were you unable to work at least one full day following date of injury/occurrence?  (Please circle):  YES or NO 

 

Date last 
worked/scheduled: 

 Date Returned to 
Work: 

 Days Missed:  

Work / Allied Health Clinic Schedule:        Hours per day:  Days per week:  

   

Please state specific injury/exposure/occurrence:  ____________________________________________________ 
 

Part(s) of Body affected:  _______________________________________________________________________ 

 
Location where the injury/exposure/occurrence occurred:  _____________________________________________ 

**If it was not on OCC campus please provide location name & address: 

____________________________________________________________________________________________ 

 
Specify Department: ___________________________________________________________________________ 

 

Equipment, materials, & chemicals being used at time of injury/exposure/occurrence: 
____________________________________________________________________________________________ 

 

Specific activity being performed at time of 
injury/exposure/occurrence:______________________________________________________________________ 

 

How did the injury/exposure/occurrence occur?  Describe the sequence of events.  Specify the object or exposure 

which directly produced the injury/exposure/occurrence. 
______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________ 

 

Date of employer knowledge: ________________ 
Date claim form provided:  __________________                                                                                 
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