                     Quest Hospitality LLC
                               Workers Compensation Report

                    Supervisors Report Of Accident
Date of Report:____________________________________

Name of Employee: _______________________________Occupation/Job Title:__________________________

Address: ____________________________________________ City: ___________________________________ 

State: ____________________________   Zip Code: ________________________

S.S. #: ______________________    Date of Birth: _______________   Phone: ____________________________

Pay Rate: ___________________ Date of Hire: _______________  Full Time/Part Time: __________________ 

# of Hrs. p/Week: _______   Date of Accident: _________________Time of Accident: ___________________

Dept. or Exact Location of Accident:_____________________________________________________________

Injured While Performing Regular Scope Of Employment?  Yes_____ No _____ (Explain)  _______________

____________________________________________________________________________________________

Any Safety Rule Or Company Procedure Violated?   No ____   Yes ____(Explain) _______________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Witnesses: Name:1.) ________________________________    2.)______________________________________

------------------------------------------------------------------------------------------------------------------------------------------

Summary Of Facts

(Describe How Accident Happened)

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Nature of Injury:(Strain, Cut, Abrasion, etc.)  _____________________________________________________

Part of Body: (Be specific i.e. Left eye, Rt. leg, Rt. 3rd finger, etc.)_____________________________________

Medical Attention Requested: Yes _____  No ______

Medical Provider Chosen: ______________________________________________________________________

Supervisor:   __________________________  Signature:________________________  Date:_______________

                          (Please Print)
