Tnstructions for Completing Form 5020

Intercare  Employer’s Report of Occupational Injury

Holdings Inpararce Saavices, Int

Please fill out each line completely, in order to expedite setting up. this claim account. PLEASE PRINT CLEARLY.
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Line 39

Enter Employer Name : 1a, Enter Policy Number (Please refer to your policy.)
Enter Bmployer Mailing Address 2a. Bater Phone w/ Area Code
Enter Employer Location, if different 3a. Enter Dept. Number, for Employee. This may be your payroli job classification code.

Enter Employer Nature of Business

Enter Employer State Unemployment Insurance Account Number

Check Type of Employer Box -

Enter Date of Employee Injury

Enter Tims of Injury, if known.

Enter Time of Day; Bmployee Began Work (On day of injury.)

If applicable; Enter Date of Death

Indicate if Employee was able to Work One-Full AFTER Date of Injury .

Enter Last Date Employee Worked.

Enter Date Bmployee Retumed fo Work

Check if, Bmployes is Still Off Work

Indicate if Employee was Paid Full Wages on Date of Injury or Last Day Worked- .
Indicate if Employee Salary is Still Being Paid

Enter Date of Employer’s Kuowledge of Injury/ lilness

Enter Date Employce was Provided DWC-1 Claim Fom

Enter Employee’s Injury/ Tliness and Part of Body Effected or Medial Diagnosis

Fater Location Employee Injury Ocourred 20a. Bnter County of Locatioﬁ
Indicate if On Bmployer's Premises

Enter Department Where Injury/ Exposure Ocewred, if applicable

Indicate if Other Employee’s were Injured/ I}, in this Bvent

Enter Equipment, Material or Chemicals Involved with Injury/ Iiiness, if applicable’
Enter Activity Employee was Performing, in this Bvent

Enter How Tnjury/ Hiness Qeewred; Describe Exposure, Materials and Sequence of Events, that Produced Injury/ Iiness.
Enter Physician Name and Address 27a. Enter Physician Phone, if known
Enter Hospital Name and Address, if applicable 28a. Enter Hospital Phone, if known
Indicate if Employee was Treated in Emergency Room '

Enter Employee Name, include Middle Initial

Enter Employes Social Security Number

Enter Employee Date of Birth .

Enter Employee Address 33a. Enter Employee Phone w/ Azea Code (Please verify Address and Phone w/ Employee)
Check Employee Gender Box

FEnter Employee Job Title

Rater Bmployee Date of Bire

Enter Employee Usual Hours Worked Per Day, Bays Worked Per Week and Total Weekly Hours. 37z. Enter Bmployee Status (At time of
injury.) 37b. Enter Bmployes Payroll Job Class Code, in which Barnings are assigned.

Enter Bmployee Salary per Occurrence (Hourly, bi-monthly, monthly, or annually)
Enter Other Employee Payments Not Reported as Szlary, if applicable

At the bottom of this form, print Name and Title of Individual who is filing The Injury Report. Date and Sign form, keeping PINK. COPIES
for Bmployer File and mail WHITE COPIES to your Intercare Insurance Claims Office.
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