[ Stte o Calfomia Pleasa complete in trplicate (type # possible) mail two copies 1o- OSHA CASE NO.
EMPLOYER'S REPORT OF CENTRAL SAN JOAQUIN VALLEY RISK MANAGEMENT AUTHORITY
OCCUPATIONAL INJURY OR ILLNESS Administrated by: ACCLAMATION INSURANCE MANAGEMENT SERVICES
: 559-227-9891 - P.O. Box 28100 - Fresno, CA 93729 Fataumy [
Any person who makes or causes to be made any California law requires employers to report within five days of knowledge every occupational injury or illness which results in lost time beyond the
know:_nglyfalse or fr material ntor date of the incident OR requires medical treatment beyond first aid. If an employee subsequently dies as a result of a previously reported injury or
|material :f:::i"m"’" for.the ”L‘x:z‘:s"::b;a'":‘:t:;s illness, the employer must file within five days of knowledge an amended report indicating death. In addition, every serious injury, iliness, or death
gum'y ofa felony. paym must be reported immediately by telephone or telegraph to the nearest office of the California Division of Occupational Safety and Health.
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pavworkeD? [ Jves [ Ino
19. SPECIFIC INJURY/ILLNESS AND PART OF BODY AFFECTED, MEDICAL DIAGNOSIS if available, e.g.. Second degree burns on right arm, tendonitis on left elbow, lead poisoning AGE
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