KANSAS DEPARTMENT OF LABOR
www.dol.ks.gov

ACCIDENT REPORT

K-AC T101-A (Rev. 10-13)
— SEE INSTRUCTIONS ON PAGE 2 -

There is 2 $250 penalty for repeated failure o file accident reports within 28 days of the date the
employer is informed of the accident. Submission does not constitute admission of liability.

CONTACT: Candi McMinn

620.326.8935

Page 1 of 2

Send this completed form to your
insurer, third party administrator
or pool association for submission
electronically to the Division of
Workers Compensation.

Direct questions or comments to:
Toll free (800) 332-0353

Hospitsl mame and atidress

' OSHA Case or File Number
1. Feders! Employer's id 2y Date of hire
2. Natme of empioyer SUMNer County Educational Svcs Int. 619 Phane { 620 ) 326-8935
3. Misiling addwss 2612 N A St Wellington KS 67152
St Oy State 2P
4. Locefion, § diferent from mafing address 4 FO R
) Swest Ciy Stete 7P OFFICE
5. Hatue of business NAICS or S.1.C. Code Dept. or division USE
6. Name of emp Age, Sex
Fist Ml Last
7. Home addess COUNTY
Stremt Sy State P
Birth Employes’s Home ( )
& BEN dale oocupation hona
P CAUSE
Q. Dete of ingury o ocoupations) disease Time of injury am. / pamn.
Dislte reqonted to sanplioyer Date disabiity began Gross average weekly wage $
NATURE
0. Plaoe of socident or st exp
City County Stote
1. Was somident or last exposune on employer's premises? yes Ino
SEVERITY
12, Huw did aooiient ootur?
0~ NO TIME LOST
. ] o 1- TIME LOST
13. What was empioyee doing when inured? 2 - MEDICAL
3 - FATAL
. Name substence of object thak direclly caused injury™
SOURCE
15, Descnie in el nature and exient of injury, indioate part of body involved ™
15, Wias worker admited to hospite® 1 YES [INO Dae Treated by emergency room only? [} YES [ NO MEMBER

7. i wnd adidress of aftending piwsicien or chinic

15, Hes employee eiumed toreguar dety? LI VES  [INOD Lightasty? [IvEs [INO Date
19, s commpensafion now being paid? [ YES wo Date frstinitial p W
20. Weekly pensalion rae § Is further medical aid needed? IYES [INO [ UNKNOWN

71, Didemployesdie? 1 YES [INO KYES, give date of death
Mamels) and address{es) of dependants {doath cases only)

{File amended report within 28 days if death subsequently ocours.)

Accident Fund National Insurance Co

Aggess P O Box 40790 Lansing Mi 48901-7990 Phone { )
Stret Cay State e
Poliicy mumibsr 100041335 Name of agent Renn & Company, Inc
Cliaim Name of claim rep iati
24. Date of repory Complsted by Title
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Instructions

You must answer every question; failure to answer all questions may cause the report to be returned to the
employer. Returned accident reporis may cause a delay of benefits to the injured employees and could subject the
employer to fines.

The employer must send this accident report to its insurance carrier, third party administrator or pool association
for electronic submission to the Kansas Department of Labor Division of Workers Compensation.

*Instructions for Questions 14 and 15

14: Name the object or substance which directly injured the employee. Example: machine or object employee
struck or struck employee; vapor or poison employee inhaled or swallowed; chemicals or radiation which
irritated employee's skin; if hernia, the object employee was lifting or pulling; etc.

15: Be as specific as possible indicating all that is known about the injury. Name the part of body injured.

Definition of an Incapacitating Injury

The Workers’ Compensation Act sels forth a sirict time frame for filing accident reports with the division. The
controlling statute is K.S.A. 44-557(a), which reads as follows:

{a) itis hereby made the duty of every employer to make or cause to be made a report to the
director of any accident, or claimed or alleged accident, to any employee which occurs in the
course of the employee’s employment and of which the employer or the employer’s supervisor
has knowledge, which report shall be made upon a form to be prepared by the director, within 28
days, after the receipt of such knowledge, if the personal injuries which are sustained by such
accidents are sufficient wholly or partially to incapacitate the person injured from labor or service
for more than the remainder of the day, shift or turn on which such injuries were sustained.

Accident reports are not required for every work-related injury. The statute requires a report to be filed when the
worker’s whole or partial incapacity continues beyond the "day, turn, or shift which such injuries are sustained”
as the result of accident. "Incapacity” is not specifically defined within the law, but the division believes that the
Legislature’s intent was to reference a worker's whole or partial loss of the ability to perform his or her ordinary
job tasks. When in doubt, keep in mind the law contains no penaity for filing a report that ultimately proves to be
unnecessary. There are penalties, however, for failing to file a report when one was required. The penalties
include fines and limitations on the defenses the employer may assert if a claim is filed.

OSHA Recordkeeping
The employer must complete an Injury and liiness Incident Report, OSHA Form 301, within seven (7) days of
leaming that a work-related injury or iliness has occurred. According to OSHA's recordkeeping rule, you must keep
Form 301, or an equivalent substitute on file for five (5) years.

To learn more about OSHA's recordkeeping requirements and download forms, visit:
www.osha.govirecordkeeping/RKforms.htmi



