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Please submit via email or fax the completed copy of this  
report to Cast & Crew within 24 hours of knowledge of injury.
Cast & Crew Entertainment Services, LLC - Workers’ Compensation Dept.
Tel: (818) 848-6022   Fax: (818) 848-4614   workcomp@castandcrew.com
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CITY * STATE * ZIP CODE * COUNTRY *
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PLEASE LIST ANY ADDITIONAL COMMENCE BELOW.  THIS AREA IS FOR ANY FURTHER EXPLANATION OF THE INCIDENT THAT YOU FEEL WAS NOT ALREADY CAPTURED.
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