City of West Monroe

Workers’ Compensation - Telephone Report Form

Claimant Information Needed:

Full Name

Address Phone

SS# Date of Birth Date of Hire
Occupation Marital Status Supervisor

Accident Information Needed:

Date of Accident Time am/pm
Date Employer Notified Started Losing Time
Last Paid Date RTW Date

Location Accident Occurred

What was the employee doing when injured?

Part of body injured?

Witnesses

Wage Information Needed:

Hourly Seasonal __ FullTime____ PartTime
Rate of Pay /hour Guaranteed Salary week/month/year
Expect a phone call from the Claims Division as additional wage information may be required.

Medical Information Needed:

Medical Facility Name
Address Phone
Doctor Treating Injury

Once you have all of the above information, please call:
LAC, L.L.C., Claims @ 318-324-0202



