Partially Disabled Employee Claim Form Sample

The partially disabled employee claim form sample provides a clear template for documenting work-related injuries and assessing
compensation eligibility. It simplifies the process for both employees and employers by outlining necessary personal and medical information.
Utilizing this form ensures accurate and efficient claims handling within worker's compensation systens.

— Enmployee Information
Full Name:

| |

Enployee ID:

| |

Date of Birth:

| |

Contact Number:

| |

Home Address:

| |

— Employment Details
Job Title/Position:

| |

Department:

| |

Supervisor/Manager:

| |

Date of Employment:

| |

— Injury/Disability Details
Date of Incident:

| |

Location of Incident:

| |

Description of Incident and Injury:

Medical Diagnosis:

Is the employee able to perform some job duties?
C Yes C No

Workplace Restrictions (if any):




— Medical Provider Information

Provider Name:

Clinic/Hospital:

Provider Contact:

— Employee Declaration

I declare that the information provided is accurate to the best of my knowledge.

Enployee Signature: |

Date: | |

Submit Claim
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