
IA-1 WORKERS COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS 

Employer (Name & Address Including Zip) Carrier/Administration Claim Number  Report Purpose Code  

Jurisdiction  Jurisdiction Claim Number   

Insured Report Number   KY      

Location # 

SIC Code      Employer FEIN      

Employer’s Location Address (if different)     

Phone #      

Agent Name & Code Number  

Employee  
Name (Last, First, Middle) Date of Birth Social Security No.        Date Hired State of Hire

Occupation/Job Title Address (include ZIP) Sex 
  M – Male 

  F - Female 

  U - Unknown 
Employment Status 

Phone      # of Dependents   

Marital Status 
    U - Unmarried 

          Single/Divorced 

    M - Married 

    S - Separated 

    K - Unknown NCCI Class Code 

Wage 
Rate             Day            Month    

Per 
   Week         Other          

# Days Worked/Week     Full Pay for Day of Injury?         Yes        No 

Did Salary Continue?                Yes        No 

Occurrence/Treatment 




