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Submit to Workers’ Compensation Email: riskmanagement@fauquiercounty.gov
Please Print
SECTION A - (To be completed by Employee or Supervisor) 
VACORP Member/Employer








 
VACORP Member ID#

 Member Phone






Employee Name (last name first)









Home Address












Home Phone



SSN


      DOB

Sex_________
Date of Injury/Illness 
        /        /         Time of Injury/Accident


AM or PM 
Location of Accident including ZIP CODE








Department_________________________ Job Title







Incident Description











Nature of Injury/Illness (including body parts affected)






Safeguards/Safety Equipment Provided? Yes ( No (  Used?  Yes ( No (   Required? Yes ( No (
Name of Witnesses











First-Aid Treatment Administered by









Describe First-Aid Treatment










Person Injury/Illness Reported To



 Date Injury Reported        /      /

Panel Provided? Yes ( No (  Physician/Facility Seen






Has the Employee Returned to Work:  Yes (  No (    Modified Duty Available: Yes ( No (
Comments












  Supervisor Name






 Phone




  Supervisor Signature










SECTION B - (To be completed by Payroll Department)

Employer Federal Tax ID


   

Date Disability Began       /      /

Wages Paid on Date of Injury? Yes (  No (  How Long Employed with Employer



Hours Worked per Day/Days Worked per Week/Wages per Hour

/
/


Earnings 



 per (
Week     per  (  Month   per  (  Year
(check one)
Name of Person Reporting Loss









Telephone Number of Person Reporting Loss







MEDICAL AUTHORIZATION

I hereby authorize any medical care provider to furnish to Virginia Association of Counties Group Self-Insurance Risk Pool (VACORP), or its representatives, upon request, any and all information, facts, records, or reports relating to any advice, evaluation, treatment, diagnosis, prognosis, disability, recommendations for further care and/or statements of causation, and to discuss with them any such information, facts, records or reports,  to be used for the  evaluation and handling of my workers' compensation claim and to assure timely  medical care required by the incident occurring on or about the date noted above and for no other purpose, now or in the future. I also agree that a photographic copy of this release shall be as valid as the original.

Employee Signature






  Date




Virginia Association of Counties Group Self-Insurance Risk Pool


1315 Franklin Road, SW


Roanoke, VA 24016











