
CC-FORM-  

USE BEGINNING / /  REGARDLESS OF DATE OF INJURY 

“e d origi al to Workers’ Co pe saio  Co issio  a d 
 op  to I sura e Carrier 

 

Please type or pri t.  E ter all dates i  MM/DD/YY for at. 

WORKERS’ COMPENSATION COMMISSION 

9  NORTH “TILE“ AVENUE 

OKLAHOMA CITY, OK  7  

EMPLOYER’S FIRST NOTICE OF INJURY 

THI“ “PACE FOR COMMI““ION U“E ONLY 

E plo ee’s “o ial “e urit  Nu er  LA“T  DIGIT“ ONLY  
 
 XXX-XX-________________________ 

A erage Weekl  Wage 

Telepho e Nu er 

O upaio  jo  des ripio  

“e  

Full Na e of E plo ee - LA“T, FIR“T, MIDDLE 

Co plete Address                                                                   Cit                                              “tate                               )ip 

Date of Birth 

Was e plo e t agree e t ade i  Oklaho a? 
 
 

YE“          NO        

NOTE:  Mediation is available to help resolve certain workers’ compensation disputes.  For information, call 0  22-8760 or In-State Toll Free (800) 522-8210. 

Date of a ide t or last e posure  

 Le gth of E plo e t:  Years               Mo ths _______ 
 
 Date of Hire:__________________________________ 

Ti e of a ide t or e posure 
 

                             o’ lo k AM         PM    

Date E plo er Noiied Ti e orkda  ega  
 

                             o’ lo k AM         PM    

Last date e plo ee orked Has e plo ee retur ed to ork? 
   
YE“             NO     If es, o  hat date ? __________________________ 

Did the e plo ee die?   
 

YE“             NO     If es, o  hat date ?__________________________________________ 

Pla e of A ide t or O urre e 
     Cit :                                                                                                     Cou t :                                                                        “tate: 

 

I jur  Resulted fro :           “i gle I ide t       Cu ulai e Trau a       O upaio al Disease       

Nature of I jur  or Ill ess 

Des ri e a i iies he  i jur  o urred ith details of ho  e e t o urred.  I lude o je t or su sta e hi h dire tl  i jured the e plo ee. 

Ide if  part s  of od  i ol ed i  i jur  or ill ess 

Full Na e a d address of Treai g Ph si ia  please e o plete  

 E plo er’s I sura e Carrier or O  Risk Group      Poli /“elf-I sured Nu er 
 
 
 Na e                                                                                                                                             Pho e   Poli  Period:  Fro                                                                      To   
 
 Address       Cit     “tate  )ip 

T pe of usi ess E a ple:  a ufa turi g, food ser i e, o stru io  NAIC“ Nu er 

E plo er’s Na e a d Co plete Address         
 
 Na e                                                                                                                                             Federal ID#    Pho e # 
 Address       Cit     “tate  )ip 

T pe of O ership:              Pri ate                                          “tate Go er e t          Cou t  Go er e t           Lo al Go er e t       

Ad i istrai e Workers’ Co pe saio  A t, 8 A O.S., § A a :  A  perso  or e it  ho akes a  aterial false state e t or 
represe taio , ho illfull  a d k o i gl  o its or o eals a  aterial i for aio , or ho e plo s a  de i e, s he e, or  arii e, 
or ho aids a d a ets a  perso  for the purpose of:  o tai i g a  e eit or pa e t … shall e guilt  of a felo .  

 

A y perso  ho o its orkers’ o pe saio  fraud, upo  o i io , shall e guilty of a felo y pu isha le y i priso e t, a i e 
or oth. 

 “ig ed                                                       “ig ature of Preparer 
 
 B  

Na e a d Title of Preparer Please Pri t  
 
 Telepho e Nu er 

Area Code a d Nu er 
 
 Date 

The u dersig ed here  de lares u der PENALTY OF PERJURY that the  ha e 
e a i ed this oi e a d all state e ts o tai ed herei  are true, orre t 
a d o plete, to the est of their k o ledge.  The u dersig ed eriies this 
CC-For   as se t to the Workers’ Co pe saio  Co issio  a d a op  
thereof to the e plo er’s i surer o  the date oted elo : 

A CC-For   ust e se t to the Workers’ Co pe saio  
Co issio  a d to the e ployer’s orkers’ o pe saio  
i sura e arrier ithi   days ater the date of re eipt of 

oi e or k o ledge of death or i jury that results i  ore 
tha  three days’ a se e fro  ork for the i jured e ployee. 
 

PROVIDING THIS FORM TO THE COMMISSION IS NOT 
EVIDENCE OF ANY FACT STATED IN THE REPORT IN ANY 
PROCEEDING WITH RESPECT TO THE INJURY OR DEATH ON 
ACCOUNT OF WHICH THE REPORT IS MADE. 

Does e plo ee pari ipate i  a eriied orkpla e edi al pla :           YE“           NO    
 If es, a e of CWMP:   

O“HA Log Case # 

E plo ee E ail Address 

Created - -  


