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Catoosa County Government 

 
          Workers’ CompensaƟon 
 
   Employee’s Statement of Injury 
 

 
Name:___________________________________________ Date of Birth:__________________ 
 
 
Home Address:__________________________________________________________________ 
 
______________________________________________________________________________ 
 
Phone Number:_________________________________________________________________ 
 
Social Security Number:___________________________________________________________ 
 
Department:___________________________________________________________________ 
 
Job Title:_______________________________________________________________________ 
 
Name of Your Supervisor:_________________________________________________________ 
 
Describe Your Job: 
 
 
 
 
Date of Accident:_______________________________ 
 
Time of Accident:_______________________________AM/PM 
 
Place of Accident:________________________________________________________________ 
 
How did the accident happen? 
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Name and Phone Numbers of Witnesses, if any: 
 
 
 
 
 
Describe your injury: 
 
 
 
 
 
Did you ever injure this part of your body before?_______Yes _______No 
If yes, when and where? 
 
 
 
 
 
 
Signature:______________________________________________________________________ 
 
Date:_________________________________________________________________________ 
 
Signature of Supervisor:___________________________________________________________ 
 
Date:_________________________________________________________________________ 
 
 


