SUPERVISOR'S REPORT

of Work Injury/Illness/Incident
	INJURED EMPLOYEE NAME:
	EMPLOYEE #:



	DATE OF HIRE:

	Assigned Unit/Department:


	Job Title:

	Was a Physician Seen? If Yes, Name


	Where Seen:

	Date of Accident:


	Date Reported:


	Time of Accident:

AM/PM
	Time Reported:

AM/PM

	Have you reviewed Employee Injury Report completed by employee?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

Have you personally investigated the accident?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No     If no please explain: ____________________________________________________________________________________________

Nature and Extent of Injuries: ____________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Was individual treated by a medical facility?    FORMCHECKBOX 
Yes    FORMCHECKBOX 
No  Name and address of physician for medical facility:______________________________________________________________________________________

	 ___________________________________________________________________________________________

	ACCIDENT DESCRIPTON (Be specific)  ___________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Specific location in the workplace of the accident: ____________________________________________________



	CAUSE OF ACCIDENT: ________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Behavioral Causes: (check all that apply)

 FORMCHECKBOX 
Performing without adequate training

 FORMCHECKBOX 
Performing without adequate equipment

 FORMCHECKBOX 
Working beyond physical ability

 FORMCHECKBOX 
Disregarding policy, procedure, or instructions

 FORMCHECKBOX 
Disregarding safety equipment

 FORMCHECKBOX 
Other: 
	Conditional Causes: (check all that apply)

 FORMCHECKBOX 
Poor Housekeeping

 FORMCHECKBOX 
Defective equipment or tools

 FORMCHECKBOX 
Inadequate personal protective equipment

 FORMCHECKBOX 
Hazardous workplace arrangement

 FORMCHECKBOX 
Other: ____________________________________

 FORMCHECKBOX 
Other: 

	SUPERVISOR'S CORRECTIVE ACTION PLAN:_____________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Consider: (check all that apply)

 FORMCHECKBOX 
Hiring procedures

 FORMCHECKBOX 
Orientation procedures

 FORMCHECKBOX 
Specific job instructions

 FORMCHECKBOX 
Applicable work rules

 FORMCHECKBOX 
Rule enforcement (discipline)
	 FORMCHECKBOX 
Equipment/tool selection

 FORMCHECKBOX 
Material selection

 FORMCHECKBOX 
Maintenance schedule

 FORMCHECKBOX 
Adequacy of Staff

 FORMCHECKBOX 
Other
	 FORMCHECKBOX 
Personal Protective Equipment

 FORMCHECKBOX 
Workplace arrangement

 FORMCHECKBOX 
Environmental conditions

 FORMCHECKBOX 
Equipment Repair

	Which corrections have taken place? ______________________________________________________________




	I verify that the above information is true and accurate to the 

best of my knowledge.
	Date

	
	
	
	Reviewed By: 
	

	
	
	
	Department Manager
	

	SUPERVISOR
	DATE
	
	Human Resources
	

	
	
	
	
	


Rev: 11/2013



HR fax:  638-7055



