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SELF INSURANCE Temporary Work Assignment MSI-21
1) WORKER INFORMATION
Worker last Name: Worker first name:
Address: Telephone number:
E-mail:
Occupation: Medicare Card number:
Signature of Worker: Date (M/D/Y):
2) EMPLOYER INFORMATION (To be completed by immediate supervisor)
Employer name: Immediate Supervisor name:
Employer Address:
Employer Telephone number:
E-mail:
Signature of Immediate Supervisor: Date (M/D/Y):
3) PHYSICIAN INFORMATION (Description: posture, movements, work schedule etc.)
Signature of Physician: Date (M/D/Y):
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