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DOCUPATIONAL INJURY OR ILLNESS PO BOX 57601, SAN JOSE, CA 95157
FHONE {800} 565-5654 FAX (408) 725-0995 FATALITY L
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i IHJURYILLNESS {mmidd FORM {mmiddn
DRYWORKEDY [ JYes | [Ne [ Jres [ e gty iyl
75, SRECIFIC INJURYALLNESS AND PART CF 80DY AFFECTED, WEDICAL DIAGNDSIE If avaltable, e.g.. Second degree burns oft fight arm, tendonitis on |ett eloow, iear paisoning AGE
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