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EMPLOYER’S REPORT INDUSTRIAL COMMISSION OF ARIZONA FOR CARRIER USE ONLY 

OF INDUSTRIAL INJURY P.O. BOX 19070  
 PHOENIX, ARIZONA 85005-9070  
COMPLETE AND MAIL THIS REPORT WITHIN 10  FOR OSHA PURPOSES ONLY 
DAYS FROM NOTICE OF ACCIDENT.  FATALITIES    
MUST BE REPORTED WITHIN 24 HOURS. MAIL TO:  (CARRIER NAME & ADDRESS) OSHA Case #:  
    
Employer must, on this form, notify his insurance carrier of every  RECORDABLE INJURY  
injury or disease suffered by an employee, fatal or otherwise,    
which is claimed to arise our of or in the course of employment.  NON-RECORDABLE INJURY  
ARIZONA REVISED STATUTES 23-908 & 23-1061   
   
EMPLOYEE 1.  LAST NAME FIRST M.I. 2.  SOCIAL SECURITY NUMBER ∗ 3.  BIRTH DATE 

4.  HOME ADDRESS (NUMBER & STREET) CITY STATE ZIP CODE 5.  TELEPHONE 

6.  
SEX 

 

o  
 

MALE 
 

o  
 

FEMALE 
7.  MARITAL STATUS:  

o  
 

SINGLE 
 

o  
 

MARRIED 
 

o  
 

DIVORCED 
 

o  
 

WIDOWED 

EMPLOYER 8.  EMPLOYER’S NAME  9.  POLICY NUMBER 10.  NATURE OF BUSINESS (MANUFACTURING, ETC.) 

11.  OFFICE ADDRESS (NUMBER & STREET) CITY STATE ZIP CODE 12.  TELEPHONE 

ACCIDENT 13.  DATE OF INJURY OR ILLNESS 14.  TIME OF EVENT 15.  TIME EMPLOYEE BEGAN WORK 16. DATE EMPLOYER NOTIFIED OF INJURY 

   o  A.M. o  P.M.  o  A.M. o  P.M.  

17.  LAST DAY OF WORK AFTER INJURY 18.  DATE OF RETURN TO WORK 19.  EMPLOYEE’S OCCUPATION (JOB TITLE) WHEN INJURED 

20.  CLASS CODE ON PAYROLL REPORT 21.  EMPLOYEE’S ASSIGNED DEPARTMENT 22.  DEPARTMENT NUMBER 23.  DID INJURY OCCUR ON EMPLOYER PREMISES? 
 

o      YES             o      NO 
24.  ADDRESS OR LOCATION OF ACCIDENT CITY COUNTY STATE ZIP CODE 

25.  WHAT WAS THE INJURY OR ILLNESS?  Tell us the part of the body that was affected and how it was affected; be more specific than “hurt,” “pain,” or sore.”  Examples:  “strained back”; “chemical burn, hand”; “carpal tunnel syndrome.” 

26.  PART OF BODY INJURED 27.  FATAL  

o  
 

YES 
 

o  
 

NO 
28.  IF THE EMPLOYEE DIED, WHEN DID THE DEATH OCCUR?  DATE OF DEATH 

29.  WAS EMPLOYEE TREATED IN AN EMPERGENCY 
ROOM? 

                      o    YES            o   NO 

NAME OF PHYSICIAN OR OTHER HEALTH CARE PROFESSIONAL                                           ADDRESS (STREET, CITY, STATE & ZIP CODE) 

30. WAS EMPLOYEE HOSPITALIZED OVERNIGHT AS 
AN IN-PATIENT? 

                      o    YES            o   NO 

IF HOSPITALIZED, HOSPITAL NAME                                                                                           ADDRESS (STREET, CITY, STATE & ZIP CODE) 

31.  IF VALIDITY OF CLAIM IS DOUBTED, STATE REASON  

CAUSE OF 
ACCIDENT 

32.  WHAT HAPPENED?  Tell us how the injury occurred.  Examples:  “When ladder slipped on wet floor, worker fell 20 feet”;  “Worker was sprayed with chlorine when gasket broke during replacement”;  “Worker 
developed soreness in wrist over time.” 

  

33.  WHAT OBJECT OR SUBSTANCE DIRECTLY HARMED THE EMPLOYEE?  Examples:  “concrete floor”;  “chlorine”;  “radial arm saw.”  If this question does not apply to the incident, leave it blank.  

34.  WHAT WAS EMPLOYEE DOING JUST BEFORE THE INCIDENT OCCURRED?  Describe the activity, as well as the tools, equipment, or material the employee was using.  Be specific.  Examples:  “climbing a ladder while carrying 
roofing materials”;  “spraying chlorine from hand sprayer”;  “daily computer key-entry.” 

35.  IF ANOTHER PERSON NOT IN COMPANY EMPLOY CAUSED ACCIDENT, GIVE NAME AND ADDRESS 

EMPLOYEE’S 36.  WAS WORKER IN YOUR EMPLOY 
WHEN INJURED? 

37.  HOURS PER DAY EMPLOYEE WORKED 38.  WAS EMPLOYEE ON OVERTIME 
WHEN INJURED? 

39.  NUMBER OF DAYS PER WEEK 
USUALLY WORKED 

WAGE DATA o  YES o  NO  
FROM           A.M.           P.M.     THRU             A.M.           P.M. o  YES o  NO  

EMPLOYEE 
  

COMPANY 
 

 

IMPORTANT 
IF WORK LOSS IS EXPECTED TO EXCEED SEVEN 
CALENDAR DAYS, COMPLETE ITEMS 40 THRU 47  

40.  DATE OF LAST HIRE 41.  WAS WORKER PAID FOR DAY OF INJURY? 

o   YES    o   NO      IF YES, $  

42.  WAS EMPLOYEE HIRED FOR PERMANENT 
EMPLOYMENT? 

                                   o   YES      o   NO 
43.  NUMBER OF MONTHS EMPLOYMENT 
AVAILABLE DURING THE YEAR 

44.  GIVE EMPLOYEE’S WAGE STATUS AS APPLICABLE 
                                 HOUR        DAY       WEEK     MONTH 

$                       PER   o      o      o      o  

45.  IS EMPLOYEE FURNISHED                                                                           VALUE 
 

o   LODGING     o   BOARD     o   BOTH           $ 
46.  ACTUAL GROSS EARNINGS OF EMPLOYEE FOR THE 30 CALENDAR DAYS PRECEEDING INJURY 
(EXAMPLE:  IF INJURED APRIL 8, GIVE EARNINGS FROM MARCH 9 THRU APRIL 7) 
 

47.  DOES EMPLOYEE CLAIM DEPENDENTS?           o   YES        o   NO 

 

IMPORTANT 
IF EMPLOYEE IS PAID OTHER THAN FIXED WEEKLY 
OR MONTHLY SALARY, COMPLETE ITEMS 48 THRU 55 

48.  IF EMPLOYEE EARNS EXTRA PAY FOR OVERTIME, WHAT IS BASIS OF 
PAYMENT? 
                                                                                                          PER HOUR 
 

49.  NUMBER OF HOURS OVERTIME CONSIDERED 
NORMAL PER WEEK 

50.  GROSS WAGES OF EMPLOYEE DURING 12 MONTHS PRECEEDING INJURY 51.  IF EMPLOYEE WORKED LESS THAN 12 MONTHS, SHOW GROSS WAGES FROM DATE OF HIRE THROUGH 
DAY PRIOR TO INJURY 

 
FROM 

 
THRU $  

FROM 
 
THRU $ 

52.  DATE OF LAST WAGE INCREASE IF 
WITHIN 12 MONTHS PRIOR TO INJURY 

53.  WAGE BEFORE INCREASE 
 

$ 

54.  WAGE AFTER INCREASE 
 

$ 

55.  GROSS EARNINGS FROM DATE OF INCREASE THRU DAY PRIOR TO INJURY 
 

$ 

AUTHORIZED 
SIGNATURE 

DATE AUTHORIZED SIGNATURE 
 

TITLE 

 
 NOTE TO EMPLOYER: 1.      Mail one copy to the Industrial Commission within 10 days. 

2.      Mail one copy to your insurance carrier within 10 days. 
3.      Keep one copy, for not less than five (5) years, as your supplementary record of injuries required by the 

Federal Occupational Safety and Health Act of 1970. 

 

∗ The mandatory requirement that the social security number be included in forms filed with the Claims Division or Special Fund Division of the Industrial Commission of Arizona is permitted by Section 7(a)(2)(B) of the Federal Privacy Act of 
1974, because the Commission’s forms, prescribed under the Commission’s Rules in existence prior to January 1, 1975, required disclosure of the social security number.  The number is used as a means of identifying all the various records 
in the Claims Division or Special Fund pertaining to an individual.  The use of social security numbers is made necessary because of the large number of persons who have similar names and birth dates, and whose identities can only be 
distinguished by the social security number. 

 
Form ICA 04-0101 (Rev. 7/01)                                      THIS FORM APPROVED BY THE INDUSTRIAL COMMISSION OF ARIZONA FOR CARRIER USE 



   
 TO BE POSTED BY EMPLOYER POLICY NUMBER ____________________ 
   

NOTICE TO EMPLOYEES 
 

RE:  ARIZONA WORKERS’ COMPENSATION LAW 
   
      All employees are hereby notified that this employer has complied with the provisions of the 

Arizona Workers’ Compensation Law (Title 23, Chapter 6, Arizona Revised Statutes) as amended, 
and all the rules and regulations of The Industrial Commission of Arizona made in pursuance 
thereof, and has secured the payment of compensation to employees by insuring the payment of 
such compensation with: _______________________________________________________________ 

 

 
      All employees are hereby further notified that in the event they do not specifically reject the 

provisions of the said compulsory law, they are deemed by the laws of Arizona to have accepted 
the provisions of said law and to have elected to accept compensation under the terms thereof; and 
that under the terms thereof employees have the right to reject the same by written notice thereof 
prior to any injury sustained, and that the blanks and forms for such notice are available to all 
employees at the office of this employer. 

 

 
 

              
 
 

 PARA SER COLOCADO POR EL PATRON NUMERO DE POLIZA ____________________ 
   

AVISO A LOS EMPLEADOS 
 

RE:  LEY DE COMPENSACION PARA LOS TRABAJADORES DE ARIZONA 
   
      A todos los empleados se les notifica por este medio que este patron ha cumplido con las 

provisiones de la Ley de Compensacion para los Trabajadores de Arizona (Titulo 23, Capitulo 6, 
Estatutos Enmendados de Arizona) tal como han sido enmendados, y con todas las regias y 
ordenanzas de La Comision Industrial de Arizona hechas en cumplimiento de esta, y ha asegurado 
el pago de compensacion a los empleados garantizando el pago de dicha compensacion por medio 
de;  
__________________________________________________________________________________ 

 

 
      Ademas, a todos los empleados se les notifica por este medio que en caso de que 

especificamente ellos no rechazen las disposiciones de dicha ley obligatoria, se les considerara 
bajo las leyes de Arizona de haber aceptado las provisiones de dicha ley y de haber escogido 
aceptar la compensacion bajo estos terminos; tambien bajo estos terminos los empleados tienen el 
derecho de rechazar la misma por medio de una notificacion por escrito antes de que sufran alguna 
lesion, todos los formularios o formas en blanco para tal notificacion por escrito estaran 
disponibles para todos los empleados en la oficina de este patron. 

 

 
 

              
 

KEEP POSTED IN A CONSPICOUS PLACE. 
 

COLOQUESE EN LUGAR VISIBLE.  
 

 



THE INDUSTRIAL COMMISSION COMPLIES WITH THE AMERICANS WITH DISABILITIES ACT OF 1990. 
IF YOU NEED THIS DOCUMENT IN ALTERNATIVE FORMAT, CONTACT SPECIAL SERVICES AT (602) 542-5991. 

CERTIFICATION OF EMPLOYER’S  
DRUG AND ALCOHOL TESTING POLICY 

 

The undersigned employer certifies, pursuant to A.R.S. §23-1021(D) & (F), that the 
employer has established a policy of drug testing or alcohol impairment testing in 
accordance with Chapter 2, Article 14, Title 23, and is maintaining that policy on an 
ongoing manner. 
 
The undersigned employer also certifies that the employer has provided notification to 
its employees in a manner consistent with A.R.S. §23-493.04 (A) that the employer is 
maintaining the above referenced policy. 

 
Employer Name: ______________________________________________ 

FEIN #: (REQUIRED) ______________________________________________ 

All Subsidiaries: ______________________________________________ 

 ______________________________________________ 

 ______________________________________________ 

 ______________________________________________ 

 ______________________________________________ 

All Locations Covered: ______________________________________________ 

 ______________________________________________ 

 ______________________________________________ 

 ______________________________________________ 

 ______________________________________________ 

  
Signed: _______________________________Dated:______________ 
  

Mail to: Industrial Commission of Arizona 
 Claims Division 
 (Admin. Section) 
 P.O. Box 19070 
 Phoenix, AZ 85007 

 
 
  



EMPLOYEE SAFETY AND
HEALTH PROTECTION

The Arizona Occupational Safety and Health Act of 1972 (Act), provides safety and health protection
for employees in Arizona.  The Act requires each employer to furnish his employees with a place of
employment free from recognized hazards that might cause serious injury or death.  The Act further
requires that employers and employees comply with all workplace safety and health standards, rules
and regulations promulgated by the Industrial Commission.  The Arizona Division of Occupational
Safety and Health (ADOSH), a division of the Industrial Commission of Arizona, administers and
enforces the requirements of the Act. 

As an employee, you have the following rights:
You have the right to notify your employer or ADOSH about workplace haz-
ards.  You may ask ADOSH to keep your name confidential.

You have the right to request that ADOSH conduct an inspection if you believe
there are unsafe and/or unhealthful conditions in your workplace.  You or your
representative may participate in the inspection.

If you believe you have been discriminated against for making safety and
health complaints, or for exercising your rights under the Act, you have a right
to file a complaint with ADOSH within 30 days of the discriminatory action.
You are also afforded protection from discrimination under the Federal
Occupational Safety and Health Act and may file a complaint with the U.S.
Secretary of Labor within 30 days of the discriminatory action.

You have the right to see any citations that have been issued to your employ-
er.  Your employer must post the citations at or near the location of the alleged
violation.

You have the right to protest the time frame given for correction of any viola-
tion.

You have the right to obtain copies of your medical records or records of your
exposure to toxic and harmful substances or conditions.

Your employer must post this notice in your workplace.

The Industrial Commission and ADOSH do not cover employers of household domestic labor, those
in maritime activities (covered by OSHA), those in atomic energy activities (covered by the Atomic
Energy Commission) and those in mining activities (covered by the Arizona Mine Inspector’s office).
To file a complaint, report an emergency or seek advice and assistance from ADOSH, contact the
nearest ADOSH office: 

Industrial Commission web site:  www.ica.state.az.us

Note:  Persons wishing to register a complaint alleging inadequacy in the administration of the Arizona Occupational Safety
and Health plan may do so at the following address:

U.S. Department of Labor – OSHA  

3221 N. 16th St., Suite 100  
Phoenix, AZ  85016

Revised 11/01 Telephone:  1-800-475-4020

Phoenix:
800 West Washington

Phoenix AZ. 85007
602-542-5795

Tucson:
2675 East Broadway
Tucson, AZ. 85716

520-628-5478



PROTECCION DE SEGURIDAD Y
SANIDAD PARA EL EMPLEADO

El Acta de Seguridad y Sanidad Ocupacional de 1972 (Acta) provee protección de seguridad y
sanidad para los empleados en Arizona.  El Acta requiere que cada patron les ofrezca a sus emplea-
dos un lugar de empleo libre de riesgos reconocidos que puedan causar daño o muerte.  El Acta tam-
bién requiere que los patrones y empleados cumplan con las normas, y los reglamentos de seguridad
y sanidad promulgados por la Comisión Industrial.  La ejecución de esta ley se lleva a cabo por la
División de Seguridad y Sanidad Ocupacional, un brazo de la Comisión Industrial de Arizona.

Como empleado, Ud. tiene los derechos siguientes:
Tiene el derecho de notificar a su patron o a ADOSH sobre peligros en su lugar
de trabajo.  Puede pedir a ADOSH que mantenga su nombre confidencial-
mente.

Tiene el derecho de solicitar una inspección por parte de ADOSH si cree que
existen condiciones peligrosas o poco saludables en su lugar de trabajo.
Usted o su representante puede participar en la inspección.

Si cree que su patron lo ha discriminado por presentar reclamos de seguridad
y sanidad o por ejercer sus derechos bajo el Acta, puede presentar una queja
a ADOSH durante un plazo de 30 dias después de la acción de discriminación.
También tiene protección de discriminación bajo el acta federal de seguridad
y sanidad ocupacional y puede archivar una queja con el Secretario de Labor
de los Estados Unidos dentro de 30 dias después de la discriminación alega-
da.

Tiene el derecho de ver las citaciones enviadas a su empleador.  Su empleador
debe colocar las citaciones en un lugar visible en el sítio de la supuesta infrac-
ción o cerca de el.

Tiene el derecho de protestar el tiempo dado para correjir una violación.

Tiene el derecho de recibir copias de su historial médico o de los registros de
su exposición a sustancias o condiciones tóxicas y peligrosas.

Su empleador debe colocar este aviso en su lugar de trabajo.
La ley de seguridad y sanidad en el trabajo no aplica a aquellos patrones que emplean a servicio
doméstico, a patrones de actividades marítimas (protejidos bajo OSHA), a patrones en actividades de
energia atómica (protegidos bajo la Comisión de Energia Atómica), o a patrones en actividades min-
eras (protegidos por la Oficina del Inspector de Minas del Estado de Arizona).  Para registrar una
queja, reportar una emergencia o pedir asistencia de ADOSH, póngase en contacto con la oficina más
cercana :

Industrial Commission web site:  www.ica.state.az.us

Nota:  Personas que deseen registrar quejas alegando falta de adecuadez en la administración del plan de seguridad y sanidad ocu-
pacional de Arizona pueden dirigirlas a la siguiente dirección:

U.S. Department of Labor – OSHA  

3221 N. 16th St., Suite 100  
Phoenix, AZ  85016

Revisado 11/01 Teléfono:  1-800-475-4020

Phoenix:
800 West Washington

Phoenix AZ. 85007
602-542-5795

Tucson:
2675 East Broadway
Tucson, AZ. 85716

520-628-5478


