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Please complete entire form & return to Human Resources within 48 hours  {fax 872-3700}. 

 If you have questions, please call 872-3017 
  
 

1. Date of Report 
 
 


	1 Date of Report: 
	AM: Off
	PM: Off
	AM_2: Off
	PM_2: Off
	4 If Employee Back to Work Give Date: 
	5 If Fatal Injury Give Date of Death: 
	6 Date Employer Knew of Injury: 
	7 Date Disability Began: 
	8 Employer Millersville University: 
	9 Person Making Out This Report SUPERVISOR: 
	10 Employers Street Address PO Box 1002: 
	11 City State Zip Code Millersville PA 175510302: 
	12 Employee Name LAST FIRST MIDDLE INITIAL: 
	13 Employee Social Security Number Not PERNER: 
	14 Employee Address Street City County St and Zip Code: 
	18 Married: Off


