EMPLOYEE RECEIPT OF DWC-1

Employee:

(PRINT) Last name First name

Work location Social Security #

This is to certify that I have received an Employee’s Claim Form
for Worker’s Compensation Benefits (DWC-1). This form was
provided by my employer because I reported a work related

injury/illness.
Date of injury
Date reported
Signature of Employee Date
RM-7 (6/15) Original: Workers’ Compensation

Photocopies: Employee
Originating Site
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