Prior to completion contact Innovative Risk Concepts, Inc.
Note: You may copy this form onto your letterhead
NO LOST TIME INJURY REPORT
Date:_______________________
     Policy Number:________________________

Since this injury does not involve lost time of more than (1) day beyond the day of injury or more than (2) treatments by a doctor, we are not required to file a C-2. We are providing the following pertinent data concerning this:

MEDICAL ONLY/NO LOST TIME INCIDENT

Name of Employee:______________________________  DOB:___________________
Employee’s Address:___________________________________   S.S. #_____________

Date of Accident:________________     Male/Female    Date of Employment:_________

Employee’s Job Title/Dept:_____________________  Normal Working Days:_________

Full/Part Time Employee:_____________ Time Employee Began Work:_____________

Part of Body Injured:_______________  Nature of Injury:_________________________ 

Where Did Injury Occur:_____________________________ Time of Injury:__________ 
What was the employee doing when injury occurred: _____________________________          

________________________________________________________________________

Employer:_________________________  Location of Facility:_____________________

Employer’s Phone Number:____________________  Fax Number:_________________

Treating Doctor/Hospital___________________________________________________

Person Completing Form (Print):________________Signature:_____________________

Title:_____________________

Date of Report:___________________   Date Notified of Injury:____________________     
PLEASE EXPIDITE PAYMENT OF MEDICAL BILLS AND RETIRE THIS CLAIM
Please contact Innovative Risk Concepts, Inc. at (201)-652-2015 if you have any questions
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