DOCTOR’S FIRST REPORT OF OCCUPATIONAL INJURY OR ILLNESS
STATE OF CALIFORNIA

Within 5 gays ol your initial examination, for every pecupatenal injury orillness, send TWO comes ol this repan 1o the employer's workers' compensation insumnce carrier or the
sel{-Insured emptoyer. Falure 1 e a kmely doctor's repor may result in assessment of a civil penalty in the case ol diagnosed ar suspected pesticide poisoning, send a cgpy
at this repon to Dwisian of Labor Statishics and Reseaich. FO. Box 420603, San Francisco GA 94142-0603, and nolily your locat healih oHicer by 1etepheae within 24 haurs,

. i . Lo . - . . PLEASED
INSURER NAME AND ADDHE_SS . o _ . _ ASE DO NDT
: . COLLRN
EMPLOYERNAME - - .~ - - e ' ' . | Cesena. oS
Address: - - .. No.and Street i . _ City : - . Zip c . ndustry °- %

Nature of business {2.9., food manufacturing, building cn_nstrucﬁun.retailer of women's clothes) ' o ol : . Cu.um_y 3
PATIENT NAME (First name, middle initial, last nama} v {6, Bex | 7- Dateef - Mo. Day Yr, - Age

I T ST ' O Mate [1 Female Birth - _ L
-Address: .- - ... - No.and Slreet . CooGity st Zip oo 18, Telephone Number = B I Hazarti
Qccupation (Specific job title) IR E . T |11 Social Security Number .- N Di_SE_!_ES.é
Injuredat: " S Ne. and Street ¢ - - iy _ _: SR -C_our_lty S S H?_ﬁpfiaﬂz_ﬂﬁﬂ"fj_ :
'Dale and hourofinjury - "' ‘Mo, Day Yr. .. - _ ‘Hour . 14. Date last worked Mo. Day Y& ' Ocrupation
oronsetofilness ¢ © D : am. L T A A L
Date and houroffirst "=~ .. Mo. _Day Yoo Howr Lo U168, Have yo (ar your office) previausly’ Retum Date/Codsf
‘examinationortreatment ot 0L e S Eum. e pm. . treated patient" DYes ONo. . el ¥

‘Patient please compiete this portion, if able o do so. Dtherw:se’} doctar please complete mmechaie!y !nabahiy or fallure ofa patlent to cumplete thisi]:
ortion shall not affect his/her rights to workers' compensation under the Califdmia Labor Code. : :
7 DESCH[BE HOW THE ACCIDENT OH EXPOSUF!E HAFPENED (Gwe specnﬁc ﬂb[ect macmnery or chemical. Use reverse 5IdE if more space is fEQLHrEd )

. 18. SUBJECTIVE COMPLAINTS (Describe fully. Use reverse side if more space is required.)§ ! have not viclatad Labar Code Section 129.3 and tha contents of this
- R : S . . : : . eport and biil is true and carrect 10 the best of rny knowledge This:
: . A . L ! - : : : : slaiement s mada undar panalty of pequry -

. ' DATE OF AEPOART
18, OBJECTIVE FINDINGS (Use reverse side if more SpEce Ig requ!red ) —|-Daledinis day of

-
in

o a R RV __ County, Calilornia.

A Physical exarnmahon

-

B. Xeray and Iaﬁuratory results (Stale if none or pending.)

20, D!AGN_O_SES {if occupationat illness, specily etiologic agent and duration of exposure.) Chemical or {oxic compounds involved? O Yes - [INo

ICD-8 Code

21, Areyour findings and diagnasis consistent with patient's accourt of injury or onset of iiness? [} Yes 11 No "“ng”, please explain.

22 s lhere any othar current condition tha: w:[l lmpecie or defay patient's rez:overy" O Yes L__I Nn i) "yes please explam

' 23. THEATMENT RENDERED (Use reverse side if more space is required.)

24, Il further treatment required, specify treatment plan / estimated duration.

- 25. If hospitalized as inpatient, give hospital name and location. Date Mo. Day Yr Estimated stay -
admitted N
26. WORK STATUS s patiant able 1o performusual work? I Yes [ No
It “no™, date patient can return {o: Regular work ! {
Medified work [ Specity restrictions

Dector’s Signature Date CA License Number

Daoctor Name and Degree (Please Type) IRE Mumber

AddrESS Telephane Number(___._ ). e
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