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STATE OF CALIFORN{A

DOCTOR'S FIRST REPORT OF OCCUPATIONAL INJURY OR ILLNESS

Within 5 days of your initis! examination, for every sccupational injury or illness, send two copies of this report to the employer's workers' compensation
insurance carrier or the insared employer. Failore to file a timely doctor's repert may resalt in assessment of a civil penatty. In the case of diagnosed or
suspected pesticide poisoning, send a copy of the report to Division of Labor Statistics aad Research, P.O. Box 420603, San Francisce, CA 94142-0603, and

notify your local health officer by telephone within 24 hours.
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3. Address No. and Street T iy Zip Tndstry
4. Nature of business (2 g., food manufacturing, building construction, retatfer of women's clothas.) Copniry
5. PATIENT NAME (first name, middle mptial, last nam ) }( f. Sex 7. Date of Mo Day  Yr Age
e oo ra IL - Ao g FiMale  SPemale Bith 5 3o -3
8 Address Ne. and Street 9. Telephone number Hazarg
DOTSL gl Cnmman Ry A _CDeks A6 685 - 66S8
10, Occupation {Specific job title} 11, Social Seeurity Number Bizease
12, Ingured at- No. and Street Ciry County Hospitatiration
13 Date and hour of injury Mo Day Y Hour 14. Date last worked Ma. Day Yr Occupriion
or onset of iliness a.0m. pIn.
15, Date and howr of first Mo, Day  Yr. Hour 16. Have you (or your office} previously Return Bate/Code
examination of freaument am p.m treated patient? T¥es TINo

Patent please complete this portion, if able to do se. Otherwise, doctor please complete immediately,

not affect histher rights to workers' compensation under the California Laber Code

inabitity or failure of a patient to compiete this portion shall

17, DESCRIBE HOW THE ACCIDENT OR EXPOSURY H,&PPFNED (Give spegific obiect, machingry or gchemigal , Use reverse side if more %pacc i5
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19, OBJECTIVE FINDINGS (Use reverse side if more space 1s required )
A. Physical examination @l ﬂ/f/v-'a}n Zp/f'a
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B. X-ray and laboratory results (State if non or peading.)
20. DIAGNOSBIS (if occupational iHiness specify etiologic agent and duration of exposure ) Chemical of loxic compounds invelved? XYes Mo

ICDS Code fly 00 - 2 oy

21, Are your findings and diagnesis consistent with patieat's accoun! of injury or onset of iliness?’?{‘{es

DINo  If"no”, please explam.

22, 1s there any other currant condition that will impede or delay patient’s recovery? 7 Yas

HNo

f "ves”, please expiain.

23 TREATMENT RENDERED (Use reverse side if more space is required.)
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24, If further treatment requited, specify treabment planjestimated duration,
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25 1If hospifalized as inpatient, give hospital nzme and ocation

Mo.

Day  Yr. Estimated stay

26 WORK STATUS -- Is patient able 1o perform usual work? )(No

1€ n0", date when patient can return to:  Regular work .
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