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DID INJURY/ILLNESS EXPOSURE OCCUR ON EMPLOYER'S PREMISES? TYPE OF INJURY / ILLNESS CODE PART OF BODY AFFECTED CODE

YES NO

DEPARTMENT OR LOCA TION WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED A LL EQUIPMENT,  MATERIA LS,  OR CHEMICALS EMPLOYEE
WAS USING WHEN A CCIDENT OR ILLNESS EXPOSURE
OCCURRED

SPECIFIC A CTIV ITY THE EMPLOYEE WAS ENGA GED IN WHEN THE ACCIDENT OR ILLNESS EXPOSURE
OCCURRED

WORK PROCESS THE EMPLOYEE WAS ENGA GED I N WHEN
A CCIDENT OR ILLNESS EXPOSURE OCCURRED

HOW  INJURY OR  ILLNESS / ABNORMAL  HEA LTH  CONDITION  OCCURRED.   DESCRIBE THE SEQUENCE  OF  EVENTS A ND INCLUDE ANY OBJECTS OR  SUBSTA NCES THAT
DIRECTLY  INJURED THE  EMPLOYEE OR MA DE THE EMPLOYEE ILL.

CAUSE OF INJURY CODE

DATE RETURNED TO WORK IF FATA L, GIVE DATE OF DEATH WERE SA FEGUARDS OR SA FETY EQUIPMENT PROVIDED? YES NO

WERE THEY USED? YES NO
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PHYSICIAN /  HEA LTH CA RE PROV IDER  ( NA ME  &   A DDRESS ) HOSPITAL ( NA ME  &   A DDRESS ) INITIA L TREA TMENT

0 NO MEDICAL TREATMENT

1 MINOR:  BY EMPLOYER

2 MINOR CLINIC/HOSPITA L
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WITNESSES  ( NA ME  &   PHONE #  ) 4 HOSPITALIZED >  24  HRS

5 FUTURE MA JOR MEDI CA L/

DATE A DMINISTRATOR NOTIFIED DATE PREPARED PREPARER'S NAME &  TI TLE
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INSTRUCTIONS FOR THE HARD COPY OF THE E1.2
On the hard copy of the E1.2 the shaded blocks may be used at the option of the employer or carrier. They may be
beneficial for record-keeping. Examples might include “Insured Report Number,” “Location #,” “Report Purpose
Code,” and “Witnesses.” Other blocks may be important for the insurance carrier’s use, such as “Carrier/Administrator
Claim Number” or “NCCI Class Code.”
Please print in black ink or type, and ensure that all entries are legible before submission. An illegible or incomplete
E1.2 may be returned to the sender. Facsimiles of the E1.2 are not accepted by the WCA.
The hard copy of the E1.2 form, with all unshaded spaces completed, is equivalent to the OSHA Form 101 Supplemen-
tal Report. You may use the blank space to the left of the OFFICIAL USE box to record the OSHA case or file number
(the number which goes on the OSHA 200 log).
NOTE: There may be cases where data that are “Not Required” or are considered “Optional” by the WCA are required
to be entered on the OSHA log. Contact the New Mexico Occupational Health and Safety Bureau at 827-2877 with any
questions.


