
QUESTIONABLE CLAIMS INQUIRYPRIVATE 

	PRIVATE 
Claimant : 
	Employer :

	Job Title :
	Insuring Co.:

	Claim No. :
	Insuring Co. Mailing

	D/Injury:
	Address :

	Claim Adjuster:
	City:


State:

Zip Code:

	Adjuster Ext.:
	Phone No. :  (      )
-
.


This form is intended as a guide to the employer during the accident reporting process. It does not fulfill your accident reporting requirements: such as the Cal/OSHA Injury and Illness Incident Report and other reporting requirements. Keep in mind that the Employer should contact the claims adjuster first to discuss any documentation which will be sent to the adjuster, along with the First Report of Injury; in event of a questionable claim.
Adjuster Contacted - Date: 

PLEASE CHECK OFF (X) THOSE DOCUMENTS LISTED BELOW 

THAT THE ADJUSTER HAS REQUESTED TO BE FORWARDED

1. Date Claim was Reported: 


Claim Form Sent:
Yes No


Employee Interview Filled Out:                                                                   
                   Yes  No


Employee Authorization Form Filled And Sent:
Yes No

2. Is the personnel file going to be sent with the First Report of Injury?
Yes  No

3. Check the following if they are included:

· Excessive Absenteeism

· Tardiness

· Written Warning Notices:

· Poor Work Habits

· Claimant as Instigator of Trouble

· Personality Conflicts

· Written Notification of Counseling

4. Witness Statements Sent?:
Yes  No

· Supervisors/Co-workers Full Name and Home Address/Telephone No.:

· Job Description Filed out and Sent:
Yes No

5. Provide Any Information Regarding:

· Claimant's Current Home Address:

· Claimant's Current/Suspected New Place Of Employment: 

· If Employee Was Working A Double Shift On Or Around The Date Of The Claim:

· If The Employee Was Working More Than One Job On Or Around The Date Of Injury: (Indicate Place Of Employment, Address And Telephone Number, Employee's Position At That Place Of Employment And Supervisor, If Possible.  Also The Name Of The Personnel Contact At That Other Place Of Employment):

· Schooling, If Applicable: 

· Any Activity Or Information Which Has A Bearing On This Claim (Day Of Claim, Physical Activities, Etc.): 

· Company Rule Violated (Please Attach Appropriate Documentation):

· Other:

6. Exact Chronology Of Trouble Leading To The Claim: 

7. Any Impression Regarding Trouble Leading To The Claim: 

8. Ask Doctor To Document Interview With Employee Regarding Why The Employee Feels Injury/Illness Is Job Related:

9. OTHER INFORMAITON: 

a.

b.

PLEASE NOTE: Your S.C.B.A. can not predict all of the operations that each member participates in the scope of their work. It is the responsibility to each member to identify and address their own accident report requirements. This feature is intended only as a guide, not a consultative tool. If you have any questions on what your safety responsibilities are, contact SCIF or Cal/OSHA; to enlist their consulting services.
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