STATE OF CALIFORNIA m

DOCTOR'S FIRST REPORT OF OQCCUPATIONAL INJURY OR ILLNESS

Within 5 days of your initial examination, for every occupational injury or illness, send twa copies of this report to the employer's workers' compensation
insurance caryier or the insured employer. Failure to file a timely doctor's report may result in assessment of a civil penalty. In the case of diagnosed or
suspected pesticide poisoning, send a copy of the report to Division of Labor Statistics and Research, P.O. Box 420603, San Francisco, CA 94142-0603, and
notiﬁ your!m-al health officer by telephonc within 24 hours.

ER NAM Z IV ADDRESS PLEASE DO NOT

dagsie. §0 B \MTT il
IV{ rer PCFM@MCM‘& stmu;\ Nedical | Conder

3. Address . and Street Lp City(J Industry
A2 | Lwmpe i me Sewness - 0[709»%21
4. Nature of business (e.g., fodd manufacturing, building codfstruction, retailer of women's clothés.) County
5. PATIENT NAME (first name middle injtialg last name) 6. Sex 7. Date of Mo. Day Yr. Age
(\C neg LJJ_A - Male l/ﬂemale Bith 35— 23— (77
Hazard

3 ddr& No. ree Ci i elephone number
(%2 Eorn - At [ avee, a2 0700 At 3327

10. Ofcupatlon (Spec:l' c jm 11 %cJa‘EecurgNumbcr b‘? q Discase

!‘) ln_;ured No. and Street County Haspitalization
‘Lac kk Iﬂ "?r —D'W Y

I3 Daie and huur of m]urS Mg. Dav Hour™ . 14, Date last worked—. Mo. Day Yr. Ocenpation
or onset of illness 7 '7 ’ j / 7 / ? am. p-m. /ML

15. Date and hour of first - Mb. Da) Yr g Hour 16. Have you (or your ofﬁce) preyiously Return Date/Code
examination or treatment ?"—[ 2-/ q a.m. p.m. treated patient? Z Yes w

Patient please| complete this portion, if able to do so. Otherwise, doctor please complete immediately. inability or failure of a patient to ﬁ'lplete this portion shall
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