
	STATEMENT AS TO LOST TIME FROM WORK

EMPLOYEE:			________________________________________

EMPLOYER:			________________________________________

DATE OF ACCIDENT:	________________________________________


The above referenced individual is an employee of the employer identified above and as a result of the accident occurring on the above referenced date lost ______ hours/days from his/her work.  The precise time lost from work is itemized below or is attached on a separate page.   

The employee's rate of pay during the time lost from work was $________ per __________.



_________________________	______________________________
          Date				Time and Attendance Supervisor
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