
DIRECT SUPERVISOR:

RESPONSIBLE PARTY 

DURING TIME OF 

ACTIVITY:

DETAILED DESCRIPTION 

OF POSSIBLE INJURY:

INJURED EMPLOYEE 

NAME:

AGE:

WERE OTHER'S 

INVOLVED:

EMPLOYEE ACCIDENT FORM
TODAY'S DATE: PROGRAM WORKING:

DETAILED DESCRIPTION 

OF HOW 

ACCIDENT/INJURY 

OCCURRED: (USE BACK OF 

PAPER IF YOU NEED 

MORE ROOM) 

ALL EMPLOYEES 

WORKING AT THE TIME:

TIME OF INCIDENT: # OF CHILDREN 

PRESENT:

DATE OF INCIDENT:

DATE OF BIRTH:

LOCATION OF 

INCIDENT:

DETAIL OF FIRST AID 

ADMINISTERED:      

WAS EMS CONTACTED?

NAME OF PERSON & 

TIME CONTACTED AT 

EUGENE CREATIVE CARE:                     

NAME & NUMBER OF 

EMERGENCY CONTACT 

NOFIED:

1110 Fairfield Avenue, Suite 100

P.O. Box 25940

Eugene, OR 97402

Web Address: 

www.eugenecreativecare.org

Email: creativecare.eugene@gmail.com



DETAILS & NOTES FROM PROGRAM STAFF:

WAS A DOCTOR 

NOTIFIED OR WAS 

THERE A DOCTOR VISIT? 

IF SO, ADDITIONAL 

PAPERWORK MUST BE 

IMMEDIATELY 

COMPLETED AT THE ECC 

ADMINISTRATIVE 

OFFICE:

INJURED EMPLOYEE'S SIGNATURE:
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PART I – POLICYHOLDER’S REPORT 

1. Claimant’s Name (Injured Person) 2. Social Security Number 
 

 3. Gender 
M     F 

4. Date of Birth  
 

5. E-Mail 

6. Address of Injured Person and Best Contact Phone Number (Include Area Code) 

7. If Applicable, Parent’s Name, Address, and Best Contact Phone Number (Include Area Code) 
 

8. Date and Time of Accident 9. Place where Accident Occurred (include city & state) 10. The  injured person was a:  
 Participant    Staff Member    Guest    Volunteer 

Dental 
Claims 

11. Indicate which Teeth were Involved in the Accident 12. Describe Condition of Injured Teeth Prior to Accident: 
 Whole, Sound, and Natural        Filled        Capped        Artificial 

13. Type of Injury (Indicate Part of Body Injured – e.g. broken arm, sprained ankle, etc.)                Did Injury Result in Death?     YES     NO 
 

14. Describe How Accident Occurred – Give All Possible Details  
 

15. Did Accident Occur (Check Yes or No for Each of the Following): 
A.  During a policyholder programmed, sponsored & supervised, or sanctioned activity?           
B.  On activity premises?     
C.  While on the job (if applicable)? 
D.  While traveling directly and uninterruptedly to or from home and policyholder premises? 
E.  During intercollegiate/scholastic athletic practice?    YES     NO         or competition?  

 
YES     NO  
YES     NO  
YES     NO  
YES     NO  

YES     NO 

16. Name of Event or Activity 17. Name and Title of Supervisor 

18. Name of Policyholder  

19. Signature of Policyholder Representative 20. Title of Policyholder Representative 21. Date 

PART II – OTHER INSURANCE STATEMENT 

Do you/spouse/parent have medical/health care or is the Claimant enrolled as an individual, employee or dependent member of a Health Maintenance 
Organization (HMO) or similar prepaid health care plan, or any other type of accident/health/sickness plan coverage through your employer or other source on 
you or does your son/daughter have health care coverage as a dependent from your previous marriage as mandated in a divorce decree?     YES     NO 

If Yes, name of insurance company  Policy #  

Name of insurance company  Policy #  

Claimant’s primary employer name, address, and phone number  

Mother’s primary employer name, address, and phone number  

Father’s primary employer name, address, and phone number  
 
 

IF OTHER INSURANCE OR HEALTH CARE PLANS EXIST, PLEASE SUBMIT COPIES of their EXPLANATION OF BENEFITS along with your claim. 
IF NO OTHER INSURANCE or HEALTH PLAN EXISTS, PLEASE READ & SIGN BELOW. 
I agree that should it be determined at a later date there is insurance (or similar), to reimburse HEALTH SPECIAL RISK, INC., or the insurance 
company to the extent of any amount collectible. 
SIGNATURE OF PARTICIPANT OR PARENT 
 

DATE 
 

PART III – AUTHORIZATION TO PAY BENEFITS TO PROVIDER 

I authorize medical payments to physician or supplier for services described on any attached statements enclosed. (if not signed, submit proof of payment) 

SIGNATURE   DATE  

I hereby authorize any insurance company, hospital, physician or other person who has attended or examined the claimant to disclose when requested to do so, 
all information with respect to any injury, policy coverage, medical history, consultation, prescription or treatment, and copies of all hospital or medical records. A 
photo static copy of this authorization shall be considered as effective and valid as the original. 

SIGNATURE   DATE  

 

 
 

HSR Plaza II 
4100 Medical Parkway 

Carrollton, Texas 75007 
Phone:  (972) 512-5600    Fax: (972) 512-5820 

Toll Free (800) 328-1114 

1. PLEASE FULLY COMPLETE THIS FORM 
2. ATTACH ITEMIZED BILLS 
3. MAIL TO HSR 
 

E-mail : claims@hsri.com 

Policy Name: 

Policy Number: 

School Name (if applicable): 
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FRAUD STATEMENTS 

 
 

FOR RESIDENTS OF ALL STATES OTHER THAN THOSE LISTED BELOW: 
 
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance 
is guilty of a crime and may be subject to fines and confinement in prison. 
 
Alaska and Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any 
materially false, incomplete or misleading  information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a 
fraudulent insurance act, which is a crime and may be prosecuted under state law. 
Arizona: For your protection Arizona law requires the following statement to appear on this form. Any person who knowingly presents a false or fraudulent claim for 
payment of a loss is subject to criminal and civil penalties. 
Arkansas, Louisiana, Maryland, West Virginia &Rhode Island : Warning: Any person who knowingly presents a false or fraudulent claim for payment of a loss or 
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
California: For your protection California law requires the following to appear on this form: Any person who knowingly presents a false or fraudulent claim for the 
payment of a loss is guilty of a crime  and may be subject to fines and confinement in state prison.  
Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or 
attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an 
insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or 
attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of 
insurance within the department of regulatory agencies. 
Connecticut: This form must be completed in its entirety. Any person who intentionally misrepresents or intentionally fails to disclose any material fact related to a 
claimed injury may be guilty of a felony.  
Delaware, Idaho, Indiana: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, files a statement of claim containing any false, 
incomplete or misleading information is guilty of a felony.  
District of Columbia: Warning: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. 
Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the 
applicant. 
Florida: WARNING :Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any 
false, incomplete, or misleading information is guilty of a felony of the third degree. 
Hawaii: For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a loss or benefit is a crime punishable by fines 
or imprisonment, or both. 
Georgia: Any natural person who knowingly or willfully  
1) Makes or aids in the making of any false or fraudulent statement or representation of any material fact or thing:  

a)  In any written statement;  
b)  In the filing of a claim; or 
c)  In the receiving of money for an application for a policy of insurance for the purpose of procuring or attempting to procure the payment of any false or 

fraudulent claim or other benefit by an insurer;  
2)  Receives money for the purpose of purchasing insurance and converts such money to such persons own benefit;  
3)  Issues fake or counterfeit insurance policies, certificates of insurance, insurance identification cards, or insurance binders; or 
4)  Makes any false or fraudulent representation as to the death or disability of a policy or certificate holder in any written statement for the purpose of fraudulently 

obtaining money or benefit from an insurer commits the crime of insurance fraud.  
Maine: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties 
may include imprisonment, fines, or a denial of insurance benefits. 
Michigan, North Dakota, South Dakota: Any person who knowingly and with intent to defraud any insurance company or another person files a statement of claim 
containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent 
insurance act, which is a crime, and subjects the person to criminal and civil penalties.  
Minnesota; A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
Nevada: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may be guilty of a 
criminal act punishable under state or federal law, or both, and may be subject to civil penalties. 
New Hampshire: Any person who, with a purpose to injure, defraud, or deceive any insurance company, files a statement of claim containing any false, incomplete, or 
misleading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20. 
New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties. 
New Mexico and Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or 
statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a 
fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 
New York: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim 
containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent 
insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation. 
Ohio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or 
deceptive statement is guilty of insurance fraud. 
Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance 
policy containing any false, incomplete or misleading information is guilty of a felony. 
Oregon: Warning:  Any person who knowingly, and with intent to defraud any insurance company or other persons files an application for insurance or statement of 
claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto, may be subject to 
prosecution for insurance fraud.   
Tennessee, Virginia, Washington: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purposes of 
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits. 
Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in 
state prison. 

 



8. What is your illness or injury? What part of the body? Which side? (Example: sprained right foot)	  Left	  Right  

400 High St. SE, Salem, OR 97312

Email:	 saif801@saif.com
Toll-free phone:	 1.800.285.8525 
Toll-free FAX:	 1.800.475.7785

CLAIM NO.

SUBJECT DATE

CLASS

DEFAULT DATE

EMPLOYER’S 
ACCOUNT NO.

Report of Job Injury 
or Illness 

Workers’ compensation claim
Worker

To make a claim for a work-related injury or illness, fill out the worker portion of this form and give to your employer. If you do not intend to 
file a workers’ compensation claim with SAIF Corporation, do not sign the signature line. Your employer will give you a copy.

DEPT USE:

Emp

Ins

Occ

Nat

Part

Ev

Src

2src

1. Date of injury  
or illness:

2. Date you 
left work:

3. Time you began  work	  
on day of injury:

4. Regularly scheduled 
days off:

	M	 T	 W	 T	 F	 S	 S
5. Time of injury  
or illness:

7. Shift on  			   (from) 
day of injury:		 (to)

6. Time you 
left work:

9. Check here if you have  
more than one job:  

10. What caused it? What were you doing? Include vehicle, machinery, or tool used. (Example: Fell 10 feet when climbing an extension ladder carrying a 40-pound box of roofing materials)

13. Birthdate:11. Your legal name: 14. Gender:
 M	  F

12. Worker’s language preference other than English:
 Spanish	  Other (please specify):

15. Your mailing address, 
city, state and zip:

16. Home phone:

19. Work phone:17. Social Security no. (see back*): 18. Occupation:

20. Names of witnesses:

21. Name and phone number of health insurance company:

23. Have you previously injured this body part?	  Yes	  No

24. Were you hospitalized overnight as an inpatient?	  Yes	  No

25. Were you treated in the emergency room?	  Yes	  No

22. Name and address of health care provider who treated you for the injury or illness you  
are now reporting:

26. By my signature, I am making a claim for worker’s compensation benefits. The above information is true to the best of my knowledge and belief. I authorize health care providers and other custodians of claim 
records to release relevant medical records to the workers’ compensation insurer, self-insured employer, claim administrator, and the Oregon Department of Consumer and Businesss Services. Notice: Relevant 
medical records include records of prior treatment for the same conditions or of injuries to the same area of the body. A HIPAA authorization is not required (45 CFR 164.512(I)). Release of HIV/AIDS records, 
certain drug and alcohol treatment records, and other records protected by state and federal law requires separate authorization.

27. Worker  
signature:

28. Completed by  
(please print):

29. Date:

Employer
Complete the rest of this form and give a copy of the form to the worker. Notify SAIF Corporation within five days of knowledge of the claim.  
Even if the worker does not wish to file a claim, maintain a copy of this form.

31. Phone: 32. FEIN:

34. Client  
FEIN:

36. Insurance  
policy no.:

38. Nature of business in which worker is/was 
supervised:

39. Address where 
event occurred:

35. Address of principal place 
of business (not P.O. Box):

37. Street address from which 
worker is/was supervised:									         ZIP:

33. If worker leasing company, 
list client business name:

30. Employer legal 
business name:

40. Was injury caused by failure of a machine or product, or by a person other than the injured worker?	  Yes	  No 41. Class code:

44. OSHA 300 log case no:42. Were other workers injured?	  Yes	  No 43. Did injury occur during course	  Unknown 	  Yes	  No 
and scope of job?

45. Date employer 
knew of claim:

46. Worker’s 
weekly wage: $

47. Date worker 
hired:

48. If fatal, date 
of death

53. Date:52. Name and title  
(please print):

51. Employer  
signature:

49. Return-to-work status: 	Not returned 50. If returned to modified work,  
is it at regular hours and wages?

Regular			   Modified
Date:			   Date:

801
X801 4/11

801OSHA requirements: On the job fatalities and catastrophes must be reported to Oregon OSHA within eight hours. 
Report any accident that results in overnight hospitalization within 24 hours to Oregon OSHA. Call 800.922.2689, 
503.378.3272, or Oregon Emergency Response 800.452.0311, on nights and weekends.

Information ABOVE this line: date of death, if death occurred; and Oregon OSHA case log number must be released to an authorized worker representative upon request.

 a.m. 
 p.m.

 a.m. 
 p.m.

 a.m. 
 p.m.

 a.m.	  p.m.

 a.m.	  p.m.

      Yes           No

For SAIF Customer Use
Area	 |	 |
Dept.
Shift	           CC

SAIF Corporation
When you become aware of an on-the-job injury, complete the 801 form as soon as possible and email, Fax it or mail it to SAIF.

The injured worker and the employer need to sign the form where highlighted. Make photocopies for yourself and the injured worker.

To close this note, click in top right corner.


listaa
Highlight

listaa
Highlight



A guide for workers recently hurt on the job
The following information is provided by SAIF Corporation  
at the request of the Workers’ Compensation Division

400 High St. SE, Salem, OR 97312

440-3283 (01/10/DCBS/WCD/WEB) for distribution with X801 SAIF Corporation 1/10

Do I have to provide my Social Security number on Forms 801 and 827? What will it be used for?  
You do not need to have an SSN to get workers’ compensation benefits. If you have an SSN, and don’t provide it, the Workers’ 
Compensation Division (WCD) of the Department of Consumer and Business Services will get it from your employer, the 
workers’ compensation insurer, or other sources. WCD may use your SSN for: quality assessment, correct identification and 
processing of claims, compliance, research, injured worker program administration, matching data with other state agencies to 
measure WCD program effectiveness, injury prevention activities, and to provide to federal agencies in the Medicare program 
for their use as required by federal law. The following laws authorize WCD to get your SSN: the Privacy Act of 1974, 5 USC 
§ 552a, Section (7)(a)(2)(B); Oregon Revised Statutes chapter 656; and Oregon Administrative Rules chapter 436 (Workers’ 
Compensation Board Administrative Order No. 4-1967).

How do I file a claim?
•	 Notify your employer and a health care provider of your 

choice about your job-related injury or illness as soon as 
possible. Your employer cannot choose your health care 
provider for you.

•	 Ask your employer the name of its workers’ compensation 
insurer.

•	 Complete Form 801, “Report of Job Injury or Illness,” 
available from your employer and Form 827, “Worker’s 
and Physician’s Report for Workers’ Compensation 
Claims,” available from your health care provider.

How do I get medical treatment?
•	 You may receive medical treatment from the health care 

provider of your choice, including:

–	 Authorized nurse practitioners

–	 Chiropractors

–	 Medical doctors

–	 Naturopaths

–	 Oral surgeons

–	 Osteopathic doctors

–	 Physician assistants

–	 Podiatrists

–	 Other health care providers

•	 The insurance company may enroll you in a managed care 
organization at any time. If it does, you will receive more 
information about your medical treatment options.

Are there limitations to my medical treatment?
•	 Health care providers may be limited in how long 

they may treat you and whether they may authorize 
payments for time off work. Check with your health care 
provider about any limitations that may apply.

•	 If your claim is denied, you may have to pay for your 
medical treatment.  

If I can’t work, will I receive payments for  
lost wages?

•	 You may be unable to work due to your job-related 
injury or illness. In order for you to receive payments 
for time off work, your health care provider must send 
written authorization to the insurer.

•	 Generally, you will not be paid for the first three 
calendar days for time off work.

•	 You may be paid for lost wages for the first three 
calendar days if you are off work for 14 consecutive 
days or hospitalized overnight.

•	 If your claim is denied within the first 14 days, you 
will not be paid for any lost wages.

•	 Keep your employer informed about what is going on 
and cooperate with efforts to return you to a modified- 
or light-duty job.

What if I have questions about my claim?
•	 SAIF Corporation or your employer should be able 

to answer your questions. Call SAIF Corporation at 
800.285.8525.

•	 If you have questions, concerns, or complaints, you may 
also call any of the numbers below:

Ombudsman for Injured Workers:

An advocate for injured workers

Toll-free: 800.927.1271

Email: oiw.questions@state.or.us

Workers’ Compensation Compliance Section

Toll-free: 800.452.0288

Email: workcomp.questions@state.or.us

*
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