 EMPLOYEE INJURY/ILLNESS/INCIDENT REPORT
	NOTE TO THE SUPERVISOR: This form must be completed BY THE EMPLOYEE WITHIN 24 HOURS following each employee incident, even if no apparent injury resulted. Return this form to Human Resources.

	EMPLOYEE:
	EMPLOYEE#:     
	JOB TITLE:     

	DATE OF BIRTH:

	Date of Accident:


	Date Reported:


	Time of Accident:

AM/PM
	Time Reported:

AM/PM

	What were you doing when injured (circumstances which resulted in injury)?

	

	

	

	Specific location in the workplace of the accident:

	

	INJURY
	 FORMCHECKBOX 
 CAUGHT IN, UNDER OR BETWEEN
	 FORMCHECKBOX 
 STRUCK BY/AGAINST
	 FORMCHECKBOX 
 OTHER:

	TYPE
	 FORMCHECKBOX 
 FALL
	 FORMCHECKBOX 
 HANDLING OBJECT
	

	CHECK ONE
	 FORMCHECKBOX 
 SLIP/TRIP
	 FORMCHECKBOX 
 HANDLING RESIDENT
	

	PART OF BODY INJURED: (CHECK INJURED PARTS, Finger #1= Thumb, Toe #1= Great Toe)

	 FORMCHECKBOX 
 ABDOMEN
	 FORMCHECKBOX 
 EYE R L
	 FORMCHECKBOX 
 MOUTH
	 FORMCHECKBOX 
 OTHER

	 FORMCHECKBOX 
 ANKLE R L
	 FORMCHECKBOX 
 FOOT R L
	 FORMCHECKBOX 
 NOSE
	

	 FORMCHECKBOX 
 ARM R L
	 FORMCHECKBOX 
 HAND R L
	 FORMCHECKBOX 
 SHOULDER R L
	

	 FORMCHECKBOX 
 BACK- -UPPER, LOWER, R L
	 FORMCHECKBOX 
 HEAD
	 FORMCHECKBOX 
 TOE R L 1 2 3 4 5
	

	 FORMCHECKBOX 
 ELBOW R L
	 FORMCHECKBOX 
 KNEE R L
	 FORMCHECKBOX 
 WRIST R L
	

	 FORMCHECKBOX 
 FINGER R L 1 2 3 4 5
	 FORMCHECKBOX 
 LEG R L
	 FORMCHECKBOX 
 NECK
	

	NATURE 0F INJURY: (CHECK INJURY TYPE)

	 FORMCHECKBOX 
 ABRASION
	 FORMCHECKBOX 
 LACERATION
	 FORMCHECKBOX 
 OTHER

	 FORMCHECKBOX 
 BURN
	 FORMCHECKBOX 
 TWIST
	

	 FORMCHECKBOX 
 RASH
	 FORMCHECKBOX 
 PULL
	

	 FORMCHECKBOX 
 FOREIGN OBJECT__________
	 FORMCHECKBOX 
 CONTUSION
	

	 FORMCHECKBOX 
 PUNCTURE
	 FORMCHECKBOX 
 STRAIN
	

	TASK WAS BEING PERFORMED:
	 FORMCHECKBOX 
 ALONE
	 FORMCHECKBOX 
 WITH OTHER EMPLOYEE(S)

	NAMES OF WITNESS(ES):
	
	

	DID THE INJURY OCCUR BECAUSE OF:
	HAVE YOU EVER HAD AN INJURY

	FAILURE TO USE SAFETY DEVICES
	 FORMCHECKBOX 
  BY INJURED
	 FORMCHECKBOX 
 BY OTHER
	OR TREATMENT IN THIS AREA OF THE BODY BEFORE?

	FAILURE TO FOLLOW SAFETY RULES
	 FORMCHECKBOX 
 BY INJURED
	 FORMCHECKBOX 
 BY OTHER
	

	 FORMCHECKBOX 
 OTHER
	 FORMCHECKBOX 
 BY INJURED
	 FORMCHECKBOX 
 BY OTHER
	    FORMCHECKBOX 
 NO   FORMCHECKBOX 
 YES  DATE:  

	WAS EMPLOYEE:

	 FORMCHECKBOX 
 TREATED ON PREMISES/DETAILS OF TREATMENT:____________________________________________

	     BY WHOM:___________________________

	 FORMCHECKBOX 
 SENT TO OWN PHYSICIAN (NAME OF MD): ____________________________________________________

	 FORMCHECKBOX 
 SENT TO EMERGENCY ROOM (HOSPITAL NAME): ______________________________________________

	 FORMCHECKBOX 
 OTHER: 

	NOTE TO THE EMPLOYEE: If you do seek medical attention now or in the future for this incident, you must notify the Human Resources Benefits Manager immediately.

	ADDITIONAL COMMENTS/ASSESSMENT:       

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
ACTION TAKEN/RECOMMENDED TO PREVENT RECURRENCE:      
DID YOU LEAVE WORK EARLY?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No  Return to Work Date: _______________________________     
I verify that the above information is true and accurate:

SIGNATURE OF INJURED EMPLOYEE:___________________________________________________________

HOME ADDRESS: _________________________________________________________ ZIP: _______________

DATE OF HIRE: ___________________________________ SOCIAL SECURITY #: ________________________

PHONE NO:  ____________________________                                                                                                                                                           

	Rev: 11/2013                HR fax: 638-7055                        

	








