REPORT OF INJURY

MISSOURI DEPARTMENT OF LABOR AND INDUSTRIAL RELATIONS
DIVISION OF WORKERS' COMPENSATION

P.0. BOX 58
JEFFERSON CITY, MO 65102-0058

(To eomplete form, see altached instructions)
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PM FM
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(o]

WC-1-EDI (06-08) Al



NOTE > This form constitutes both the original notification of injury and detailed report of injury
required by §287.380, RSMo (2000) and rules applicable thereto. An injury that requires
immediate first aid, which does not result in further medical treatment or lost time from work,
need not be reported to the Division. Employers should report all injuries to their workers'
compensation insurance carrier or third-party administrator (TPA) within five days of the date of
the injury or within five days of the date on which the injury was reported to the employer by the
employee, whichever is later. See §287.380, RSMo. If the employer has been granted self-
insurance authority by the Division pursuant to §287.280, RSMo, and rules applicable thereto,
please report all injuries to your TPA or Service Company to enable them to file this report with
the Division.

PRINT QUALITY > All reports of injury and supporting documents received by the Division will
be processed electronically. All forms submitted to the Division MUST be of clear and legible
quality. Handwritten forms will not be accepted. Computer generated forms shall use a minimum
type size of 10 points. All documents not mesting the above criteria will be returned.

“TO BE ANSWERED ONLY IN CASE OF DEATH
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DEPENDENT EMPLOYEE ADDRESS CITY STATE ZIP CODE

WC-1-EDI-2 (0B-08) Al



