COMMONWEALTH OF PENNSYLVANIA EMPLOYEE SQCIAL SECUFHTY NUMBER

QEPATHENT OF LABOR AND IOLSTrY EMPLOYER'S REPORT TR

. i H H H

1171 8, CAMERCGN STREET, ROCM 193 OF OCCUPATIONAL OIS TN S |

HARRISBURG, PA 171042501 INJURY OR DISEASE
{(TOLL FREE} 800-482-2383 DATE OF INJURY

TTY (TOLL FREE} 800-382-4228 S P

0 N N A B

sMonNTH DAY YEAR

EMPLOYEE FIRST NAME
: ! : : ; SR : ; o i
T N O % O D DO O T

EMPLOYEE LAST NAME

i i ; i i i i : i i H ; i i ; ¢
STREET ADDRESS
T U T O O U T O WU O OO U TN O T O S L O L
oITY 21P CODE
: : : ; : H s : | £ H : § ; : : ;
00 T O O T A | Ao L o
COUNTY
EMPLOYEE: NUMBER OF DEPENDENTS DATE OF BIRTH
Mate [ mamnio £ C i R ! ]
: H H imt H H H H

FEMALE SINGLE I ; [ P :

O O : WONTH BAY VEAR"
OCOUPATION OF JOB TITLE
Poob g z : : i

NCCI CLASS CODE {IF KNOWN) EMPLOYMENT STATUS FT = Feltime 8L = Samsenal
H ; : H ; H ; PT = Pani-iime VO = Volunteer

'8.8.618. Pl 22 - Other

EMPLOYER ) ) )
L: eth i1 'g h ! U'niiivie risgidil ¢iyi | 1 &+ ¢ bt 4

STREET ADDRESS
6/1 6! (Blrioid/ hjle ajdl Alvie n u e |

STATE 2P CODE
: § H H H H i ¢ H H : i i ¢ oo i
‘'t thillelhjeimj ' ¢ & & & (PiA] (18011 5

SIC CORE EMPLOYER FEIN
i 1 H i i H H
8212011 l2i4

PHONE NUMBER
i H ! ; ‘ :

COUNTY NAICS CODE
: H 3 5 i : ; H H i i H
No rit hia m!pi tio n P G

FLLE PAY FOR DAY OF INJURY? TIFAE EMPLOYEE BEGAN WORK Task OF QCCURRENCE

ves [ La
vo [ el ]

LAST DAY WORKED DATE DISABILITY BEGAN

J

DATE EMPLOYER NOTIFIED DATE RETUARED TO WORK DATE OF HIRE

S T T T T T L T R O

: i : S i : : : : : R H H L : [— .
MONTH DAY YEAH MONTH DAY YEAR MONTH DAY YEAR
CONTACT FIRST NAME CONTACT PHONE NUMBER

: ) 3 . 5 5 i 5 : ; : ; 3 ; . i ; H i !
Lylnin. G 0 b o4 b 6 11 ' 0i-i7/5i81-13/,819!9]
CONTACT LAST NAME

I T T S A A T T A [ T S
SR T T N T E e T e

i i i ! i i i i :
MONTH DAY YEAR MONTH DAY YEAR

I U P R P i ! i i
‘hieir imla.nis ki yio & i doiododiad LSO D VU B S i

NOTICE: Report should be clearly completed, (preferably typed)
and original mailed to the Bureau at the address in the upper left
corner and a copy to employae and insurer.

LIBC-344 REV 1-01 {OVER}




LIBC 344

TYPE CGF INJURY CODRE PART OF BODY AFFECTED CODE CAUSE OF INJURIY CODE (ENTER CODES, 1F KNOWN)
B t B H : 3 3 s H f £ :
P : L .

TYPE OF INJURY OR HINESS . . ) . ) ) . ) ) .
S T T T T O O O O O O A
PARTS OF BODY AFFECTED

CAUSE OF INJURY

DI INJURY OR ILLNESS OCCUR i OUT OF STATE, SPECIFY WERE SAFEGUARDS OR SAFETY WERE SAFEGUARDS OR SAFETY

ON EMPLOYER'S PREMISES? STATE GF INJURY EQUIPMENT SROVIDED? EGQUIPMENT USED?
YES | | ; i 0

NG

B

ALL EGUIPMENT, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT OF ILLNESS EXPOSURE OCCURRED

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURAED. DESCAIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS CR SUBSTANGES DIRECTLY RESPONSIBLE.

IF FATAL, GIVE DATE OF DEATH INITEAL TREATMENT:

‘ R : i % ; : ™% NGO MEDIGAL TREATMENT

0 T e SO SO b L

. — - . Ve MINGR BY EMPLOYEE
CLINIC 7 HOSPITAL

PHYSICIANHEALTH CARE PROVIDER PANEL PHYSICIAN

FIRST NAME: LAST NAME: EMPLOYEE PHYSICIAR

STREET EMERGENCY CARE

ciY STATE zIP HOSPITALIZED MORE THAN 24 HOURS

HOSPITAL NAKE: § 0 Z

STREET YEAR

CIFY STATE 2P PGLICY PERIOD TO:

L0070 01 2 0
POLICY/SELF INSURED NUMBER: MGNTH DAY YEAR
2001 | 10l7i4]/8 6] |
WITNESS FIRST NAME 7 ‘ WITNESS PHONE NUMBER
WITNESS LAST NAME
: : ; < f : i ; § i ¢ ; i i : H H 1 i §
i N T T S O B { |

PEASON COMPLETING THIS FORM: INSURANGE CARAIER OR THIRD PARTY ADMINISTRATOR (IF SELF-INSURED)

NAME: NAME: PMA INSURANCE GROUP

THLE: STREET P.0. BOX 5231

PHONE: JANESVILLE, WI 53547-5231

- CHY STATE ziP

SUPERVISOR SIGNATURE: BUREAU CODE: rein: 23—-1642962

DATE PREPARED

IR

Any individual filing misteading or incomplate information knowingly and with intent to
defraud is in viclation of Section 1102 of the Pennsylvania Workers' Compensalion Act
and may also be subject to criminal and civil penalties through Pennsylvania Act 165,




