Integrative Staffing Group, LLC., 940 Beaver Grade Road, Coraopolis, PA  15108 
412-264-4140 ext. 203 or 208        Fax:  412-865-0100
Accident Report

Name:  ___________________________________________ SSN:  ______________________

Address:  _____________________________________________________________________

County:  ______________________________  Phone Number:  (____)__________________    

Employee:     Male (           Married (          No. of Dep.:  ________   D.O.B.  ____________

                     Female (           Single    (
Occupation / Job Title:  __________________________  Employment status:  _______

Employee’s Hire Date:  _________________    Date of Injury:  ________________      
Employer:  Integrative Staffing Group, LLC      Contact:  _________________
940 Beaver Grade Road, Coraopolis, PA  15108          (412) 264-4140 
County:  Allegheny        EIN:  42-1644807        Policy #:  WC 5319999
Full Pay for Day of Injury?:  Yes (   No (  
Time Employee Began Work:  ________ AM (  PM (    Time of Injury:  _______ AM ( PM (
Last Day Worked:  __________________   Date Employer Notified:  __________________

Date Returned to Work:  _________________

Company where injured worker was assigned:____________________________________

Type of Injury:  ____________________   Part of Body Affected:  _________________

Cause of Injury:  ______________________________________________________________

Where safeguards provided, used or not applicable?  ____________  If provided or 

used, please list:  ____________________________________________________________

Describe how injury or illness occurred.  Include the sequence of events and include any objects or substances directly responsible.  ________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Physician/Health Care Provider:

______________________________________________________________________________

______________________________________________________________________________

Witness:  ________________________________________________

Witness Phone Number:  _________________________________

Policy Period:  __________________________  Policy Number:     WC 5319999
Insurance Provider:  Chartis Insurance
Person Completing this Form:  ________________________________________________

