SD EForm — 1830 V2

South Dakota Employer’s First Report Of Injury
{See Instructions On Back Of Form)

Submit form 10; Berkley Risk Administrators Co LLC
PO Box 939

Pierre, SD 57501-0939

Fax: 05-545-2048

E | ssw: Datz of Birth: Gender: M(_} F()  Dependents: Educatior
P | MName: {Last} (Firsi) {Middle initial)
L .
4 | Maiting Address: [ cossthn High schoot
: City: State; Zip: Telephone No.: ) D GED or High Schoot
E | Employes signatre: {X) Datz D Beyond High School
. X . . ) i {See Codes on Reverse)
Datz of Injury: Time of Injury: .. D p.m. D Fatality Date {if applicable): Body Part Injured
County Where Injury Cecomred: Was Safety Equipment Provided? Yes D or Mo D
. . . . (If code 90, Multiple Injury,
b
Time Work Dy Began on Date of Injury: a.m. D rm. D Was Safety Equipment Used? Yes D or Mo |:| pl specify]_ _I part codes for
1 | Date Retumed to Work {if applicable): Did Injury Occur on Employer Premises? Yes || or No [_] | cachbody part injured.)
? Address or Location of Injury:
u | Description of Injury:
R
v
ir Mature of Injury
g | Date Employer Motified of bnjury:
i Injury Reported to: Witness: Cause of Injury
T
m| Type of Treatment (please check one) If weatment sought, please specify provider of treatment;
E
] D No Treatrment Doctor, Clinke or Hospilal Name:
T | L onsie Treatment Mailing Address:
D Clinie City: State: Zip:
I:l Emergency Room Telephone No.:
D Hospitalization

EMPLOYER/EMPLOYMENT INFORMATION:

Federal IDWo.: F - 466000364 # Ermployees:

Emplovment Type: D Regular or D Temporary

Emplover Wame (DBA): Siate of SD Dept of Rehab

Emp. Status: [ FT ] PT ] Seesonat [J Volunicer

Mailing Address: $00 E Capitol ¢io Bernie Grimma Date Employee Hired:

City: Piarra State:  SD Zip:  5THNM Ermployes™s Fosition:

Telephone Np.: (609) 7736204 Coutty Where Employer Located: Employee’s Time in Current Position:
Employer signature : Date Employee's Hours Per Week:

Employee”s Currenl Wage:
¥ per

CLAIM OFFICE INFORMATION

WAICS for Employer Being Insured (Nature of Business):

Carrier Code  TPO47 FEIN (Claim Office)  22-2235730

Claim Office  Berkley Risk Administrators Co LLC

D Check if Claim Office is same as Insurance Provider

If not, you must complete the following
UNDERLY NG INSURANCE PROYIDER INFORMATION

Carrier Code {If applicable) FEIM {Insurance Provider}
RPOO2 22-2235T30

Claim Office Address PO Box 939

Ciyy Plerre Stare SO ZipCode 575010939
Telephone 605-945-2144

Email Address

Claim Office Claim &

Date Notified Drate w0 DOL

chrcsgnwd Eﬂﬁt}" MName ARP Bericley Risk Admin Continental Weslser 11053
Address PL Box 939
City Plerra

Staie SO Zipcode 5T501-0939

Telephone Mumnber  605-845-2144

Policy Number WC-40-40-006625-07
Effective Dates  10M1/2008 - 10//2009

Adjuster / Contact Person

For information regarding the Workers’ Compensation System go to www.sdjobs.org

DOL-LM-101 revised 2/2008

ST 2514 3/08)




