	TENNESSEE DEPARTMENT OF LABOR AND WORKFORCE DEVELOPMENT

	C20                                     EMPLOYER’S FIRST REPORT OF WORK INJURY OR ILLNESS

	claims adm/carrier
	jurisdiction claim # (state file #)
	claim type code 

 FORMCHECKBOX 
med only 

 FORMCHECKBOX 
indemnity 

 FORMCHECKBOX 
 became lost time

 FORMCHECKBOX 
 became med only

 FORMCHECKBOX 
 notify only 

 FORMCHECKBOX 
 transfer
	The use of this form is required under the provisions of the Tennessee Workers' Compensation Law and must be completed and filed with your insurance carrier immediately after notice of injury.

It is a crime to knowingly provide false, incomplete or misleading information to any party to a workers' compensation transaction for the purpose of committing fraud.  Penalties include imprisonment, fines and denial of insurance benefits. 

If you have questions, the state now has a benefit review system where a Workers' Compensation Specialist can provide assistance.  Call 1-800-332-2667 (TDD).

	
	clams adm claim # (insurer claim #)
	
	

	
	osha log case # 
	
	

	
	name of insurance carrier
	carrier fein
	

	
	claims admin firm name (if different from carrier)
	fein of clms adm
	

	
	claims adjuster name
	clms adj phone #
	

	
	claim handling office  address line 1 and line 2
	city
	state
	zip

	e mployer
	employer name
	employer fein
	sic code
	phone  number

	
	employer address line 1 and line 2
	nature of business

	
	city
	state
	zip
	insured report number
	Employer location #

	policy
	insured name (parent co. if different than employer)
	policy number
	eff date
	employment status code

 FORMCHECKBOX 
 full time/regular

 FORMCHECKBOX 
 part time

 FORMCHECKBOX 
 piece worker

 FORMCHECKBOX 
 seasonal

 FORMCHECKBOX 
 volunteer

 FORMCHECKBOX 
 apprentice full time

 FORMCHECKBOX 
 apprentice part time

	
	
	self insured?

 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	exp date
	

	employee
	Employee  last name
	phone incl area code
	Gender

 FORMCHECKBOX 
 male  

 FORMCHECKBOX 
 female  

 FORMCHECKBOX 
 unknown
	

	
	first
	mi
	department regularly worked
	
	

	
	adrress line 1 & 2
	
	occupation description

	
	city
	state
	zip
	marital status

 FORMCHECKBOX 
 unmarried, single, divorced
	 FORMCHECKBOX 
 married 

 FORMCHECKBOX 
 separated

 FORMCHECKBOX 
 unknown
	ncci class code 

	
	ssn
	date of birth
	date of hire
	
	
	

	wage
	wage

$
	period

 FORMCHECKBOX 
 hourly

 FORMCHECKBOX 
 daily
	 FORMCHECKBOX 
 weekly 

 FORMCHECKBOX 
 bi-weekly

 FORMCHECKBOX 
 monthly
	number of days worked per week
	Salary continued in lieu of compensation   FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

	
	
	
	
	
	full wages paid for date of injury   FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

	accident/injury
	date of injury
	time of injury                                    FORMCHECKBOX 
 am  FORMCHECKBOX 
 pm

 FORMCHECKBOX 
 could not be determined
	time employee began work on injury date

                                                                  FORMCHECKBOX 
 am  FORMCHECKBOX 
 pm

	
	date employer notified of injury
	body part affected code
	nature of injury code
	cause of injury code

	
	date claim adm notified of injury
	How injury or illness occurred. Describe the incident including what the employee was doing just before, the part of the body affected and how, and object or substance that directly harmed the employee.

	
	date last day worked
	

	
	date disability began
	

	
	return to work date (if applicable)
	

	
	date of death (if applicable)
	if death claim, give #  dependents for each relationship 

	
	
	​​ FORMCHECKBOX 
  widow 

 FORMCHECKBOX 
  widower 

 FORMCHECKBOX 
  mother
	 FORMCHECKBOX 
  father 

____ daughter

____ son
	____ sister

____ brother 

____ handicapped child
	total # dependents

	
	did injury/illness occur on employer’s premises?  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no
	
	
	
	

	
	address where injury occurred (if other than employer’s premises)
	County of injury

	
	
	city
	state
	zip
	

	treatment
	physician name
	hospital or off site treatment name

	
	address line 1 and 2
	address line 1 and 2

	
	city
	state
	zip
	city
	state
	zip

	
	initial treatment 

 FORMCHECKBOX 
 no medical treatment 
	 FORMCHECKBOX 
 minor by employer  

 FORMCHECKBOX 
 minor by clinic/hospital
	 FORMCHECKBOX 
 hospitalized > 24 hrs

 FORMCHECKBOX 
 emergency care
	 FORMCHECKBOX 
 future major medical/lost time anticipated

	other
	date prepared
	preparer’ name  & title
	preparer’s company name
	phone number
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