Corn Belt League
INCIDENT/PROTEST REPORT FORM

Mail to:
Corn Belt Collegiate Summer League
Attn: Joe Siwa
2900 S. 110t St
Omaha, NE 68144
Fax to: (402) 399-2019

Date of Report:
Date of Incident:

NAME

(name of person filing report)

ADDRESS CITY STATE ZIP

FHONE

DESCRIPTION OF INCIDENT
Date
Tocation
Desecription

Witness: NAME

ADDRESS PHONE
Witness: NAME
ADDRESS PHONE

FOLLOW-UP

NAME DATE

14




Nebraska Workers’ Compensation Court

MNWCC Form 1
First Report of Alleged Occupational Injury or lliness
EMPIDFEI
Employer FEIM SIC Code Feport Purpase O5HA Log Case #
Employer Name(s) Inzured Mame ({f diferent from employer name)
Address
Insured Address (i djfferemns) Location
City
State Zip Code Phons
Insurance Carrier
Carmier FEIN Adminiztrator FEDN
Hams Claim Administrator (Vame, address & phone number)
Address
City.
Stame Zip Code Phone Salf Insured [ | Claim Administrator Claim #
Policy Mumbsar Check §f it e
f— urisdiction Claim #
Policy Pericd:  From, Te Approp
Insursnce CammienSelf-Insured Code 2 Inzored Beport = TJurisdiction
Empjayvee
Mame (Last, Firse, Middle) Full Pay for DOI  Yes [  No [ | Mumber of Days Sex Male [
Salary Confinmed Yes [ No [ | Woded Perieck Female |
Address it
: ber of et Ocoupational Tob Title
Married [ Hourly [
. Separated [ Diaily O | MCOCT Class Code
State Zip Code Phone o "
T Unmarmied Weeakly [ | Date Emplovee Began
Date of Birth Socizl Security Wumber Date Hired Unknown O Bi-Weekly [ | Work-Eelated Dutie
Monthly [ | Employment Stams FID PTO Other|
Occurrence/Treatment
Diate of Injury Tliness Time Employes Bagan Work AM T Time of Oooumsnce AMT Last Work Date
M [ | {Cannot be determined ) PM [
Where Did Injury/ Tlness Ocour? Ddd Injury Miness Ooour On Employer’s Premizes?
County, State Zip, Tes | Ko [0
Diate Employer Motdfied Drate Dizability Began Diate Pemmmned to Work If Fatal, Give Date of Death
Type of Injury Tlness (Brigfy describe the namre of the mjnry or ilfness; eg laceratons fo forearm) Wamure of
Imjury Cods
Part of Body Affected (Trdicare the parr of the body qgfecred by the mpurnpiliness; e.g. right foreqrm, lowerback; and how it was gffected) Part of
Baody Code
Herw Injury Tiness Ocourred (Deserie aerhity and ools, materials, sguipmen the amployes wias pomg; how mfury scemrred) Cmsze of
Imjury Codk

Imitia] No madical treatment [
Tresment: iy md by employer ©
Minor clinic/haspital T

Emergancy Room

-

Hozpitalized overnight [
Hospitalized = 24 howrs |

Future mgjor
medical Jast
fime -

Name af phyvsician or other health care provider:

Date Administrator NotaSed

Form Preparer’s Mame Title and Phone

Diate Prepared




Generd Instructions
Underlined items are manchatory fiekds. A first report of injury oriliness submitted without this infarmation will be retumedd uniifled

Enployer:

+ Enrplover FEN—the enploverfineured's Federal BErployer's Identification Nunber

* S Code —Standard [dentification Classification code which represents the nature
of the ennployer's business,

*  Report Pumpoes —defines the specific puposs: of the: ransaction (exanples: aniginal
=00; cancel =01; change =2, denid = (¥; comechion =CO).

* (O5HA Log Case# —the Log Case nuniber required fior reporting o OSHA,

+ Enmplover MName —indude al business namesidoing business as (dhba).

*  Agdress (incuding city,state, and Zip code) —the addness of the employer’s actual
location where the: enrployes was employed at the fime of the injuny.

Phione — phone nurrber at the employer’s: facility

Insured Mame (i aiffersnt from empioven —the named insured on the policy or the:
firencialky responsilie seif-nsured enployer.

Insured Address, (if diferent from emrpioyen) —malling address of the insured.
Loeation — a code defined by the insurediemployer which is used to identify the
enployer's location.

Insurance Carrier:

+ Caier FAN — camier's Federal Enmployer’'s ldenfificaion Mumber.

+ Adminigrator FAN —advinisiraior's Federal Enployer’s Identification Murber

= Name—he-workers' compensaiion insurer, goproved seffinsured, orimemovemmental
risk management pool.

+ Address —address, city, stabe and zip code of insurer.

*  Phone —phone number of insurer

+ ClaimAdminisirator {name, address, & phone) —enter the name, address and phone
rumiber of the camer, third party administrator, nisk management pod, or sefi-
ineurer responsible for administening the daime, if different from camier infiomnation.

*  Policy#—fhe number assigned to the contrad/policy for that enployer.

+ Policy Period —the effiedive and expirafion dates of the confractipolicy.

Insurance Camier/Salf Insured Code # — for insurance camiers, the numiber
aagigned by the Mafl Assn. of Insurance Commissioners. For seif-ineured enployers,
the code number assigned by the court.

Seif Insured — check i appropriate.
ClaimAdminisirator Claim# —ideniifie= a specific daimwithin a daimadminisiraior’s
daime processing sysiem

Juriadiction Claim# —nunnier assigned by the court when the initial First Report is
accepted.

Irsured Report #—a nurmber used by the insured o identify a spedific daim
Jurisdiction —the goverming body or temitony whose statutes sppty (NE).

Enployes:

* Mame —give full name a2 shown on payroll (avoid infials if possibie).

+ Agdress —address, dity, stale and ip code of employee.

* Sodal Secunty Mumber, The sodal security nurmber must be prosided. This is
mendaiony pursiant o MNeb RevSia 545-144, Rule 29 of the Workers” Commpensation
Court Rules of Procedure, and Secion 7{a)2NB) of the Privacy Act of 1574, The
socid secunty number is used by the Mebraska Workers' Compensation Court for
puposes of verifying the identity of the enpioyes and administening the Netraska
Workers” Compensation Act. It is a unique ideniifier and is needed becauss of the
number of persons who have similar names and birth dates, and whose identiies
can only be disfinguished by socd security number. The soca security nunrber
may also be shared with daines handing eniiies for purposss of processing a daim
for workers' compensation benefits and venfying the identity of the damant.

+ [Dgte of Birth —the date the impured worker was bom,

* [ate Hired —the date the injured worker began hisfher enrployment with the
employer.

+ Full Pay for DO (date of injury) —check one.

*  Salany Continued — check one.

Murniser of Diays Worked Per Wesk —the number of the enployes’s reguiarty scheduled
work days perwesh

S —ohedk one.

Murrber of Dependents — the number of dependents as defined by the MNebraska
Workers' Conpensaton Act.

Merital Status — cheok one.

Viage — check one and stale wage.

Ocoupsafions Job Tile —the primary cccupation of the daimant = the: time of the:
accident.

Ocoupsfionsl Code — Standard Occupational Classificalion code used o identify
the primany occupation of the employes & the time of the acddent.

MCC] Code —The identifying number fior an ocoupational dassification.

Date Employes Began Work-Related Duties —date pertaning to enrployes’s present
oocupation

Enployment Siaus —chedk one.

oo rrence Treatiment:

+ Dateof Inunylliness —date on which the accdent occumed (onlly one dafe of injury
per form.

+ Time Enployes Began Work —time enployes began work for that date

+ Time of Occumence — time of day the injury ocoumed.

+ Last Work Date —the last paid work day prior to the initial date of disalility

+ Where Did Inuryliness Coor — complete county, state, and =ip code.

*  Did Inurylliness Ocour On Employer's Premises —check one.

+ [Dae Enployer MNotified —the date that the injury was reported to a representative of
the enpioyer.

* Date Disahility Began —if not deabled anewer none and skip guestions.

+ Dae Retumed fo Wrk —if injured has refumed towork, complete this question.

+ [f Fatd, Give Date of Death, (date employes died as a result of the work-relatsd
injury)

* Tiype of Injurglliness — describe the naure of injury.

Mature of Injury Code —the code which comesponds to the nature of the injury
sustained by the enplioyes.

Part of Body Affected —the part of the: body towhich the enployes sustained injury.
Part of Body Code —the code which comesponds to the Part of the: body towhich
the enployes sustained injury.

How Injurglliness Cecymed —a free-fomn description of how the accdent ocoumed
and the: resulfing injuries.

Cayee of Injury Coge —the code that comesponds i the cause of injury.

Initid Tresiment —check one.

Marme of physician or ofher health cars provider — provide name of physican or
ather heslth care provider that treated enployes for injury.

Diate Adminisirator Nolified —the date the daim administrator whois processing the:
dlaim received notice of the oss or cccumence.

Form Preparer’s Name, Tide and Phone.







