STATE OF NEW YORK - WORKERS' COMPENSATION BOARD

EMPLOYER'S REPORT OF WORK-RELATED ACCIDENT/OCCUPATIONAL DISEASE
Send this notice directly 1o the Chair, Workers' Compensalion Board at the address shown on the reverse side within len (10) days after an
acrident ocours. ANSWER ALL QUESTIONS FULLY. A copy should also be provided to or retained by your workers' compensalion insurance
CAMEr,
Any employer who fails to imely file Form C-2, as required by Section 110 of the Workers' Compensation Law, is subject fo a fine of not
more than $1,000. In addition, the Board or Chair may impose a penalty of up to $2,500.
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