
Instructions
1. Report to be completed by employee immediately for any on-the-job incident/accident/injury without regard   to severity.
2. Employee must complete Part I, and Supervisor must complete Part II. (Supervisor: make 2 copies: 1 copy for employee and keep copy for your file.
3.  Forward original to the Safety Chairperson. (Safety Chairperson: review with safety committee at quarterly meeting and develop recommendations to prevent reoccurrence.)
If medical attention or lost time occurs after submission of this report, Notify Your Supervisor Immediately.

	 Part I – To Be Completed By the Injured Employee                     Incident ____  Accident ____  Injury ____
 (Or Supervisor if employee is not available)   

Name: ____________________________________         Department: ____________________________________

Job Title: ___________________________   Date of Injury:  ____/____/____   Time of Injury:  _________ a.m. or p.m.

Place of Injury:  Employer’s Premises ____ Yes  ____ No   |  Address if other: ________________________________

Name(s) of all witness(es) to your injury: ______________________________________________________________

Were you on duty at the time of injury: ____ Yes  ____ No

How did the injury occur (describe what happened): _____________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

What body part affected (head, arm, leg, back, etc.) ______________________  Extent of Injury: __________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________

Was first aid administered: ____ Yes ____ No     Did you require professional medical care: ____ Yes ____ No

If Yes, Hospital/Doctor: _________________________________  Date of Visit: _______________________________

Were you off work because of this accident: ____ Yes ____ No     If yes, 1st workday off _________________________

Released back to work date:____________________    Object or activity that directly caused the Injury: ____________

_______________________________________________________________________________________________
Was injury caused by a failure of machine or product: ____ Yes ____ No   Explain: _____________________________

_______________________________________________________________________________________________

If applicable: Was safety equipment provided: ____ Yes ____ No   Was safety equipment used: ____ Yes ____ No

Who did you report incident/accident to: _______________________________________________________________

How could this incident/accident have been avoided: _____________________________________________________

_______________________________________________________________________________________________

Employee Signature: _____________________________________    Date: __________________________________
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Part II – To Be Completed By the Supervisor
Employee’s physical condition prior to incident/accident: ____ Apparently normal  ____ Other
If other, explain: _______________________________________________________________________
Did you witness the incident/accident: ____ Yes  ____ No
Describe accident, include the machine, object or substance involved: _____________________________
_____________________________________________________________________________________
What caused the incident/accident: _________________________________________________________
_____________________________________________________________________________________
What could be done to prevent injuries of this type: ____________________________________________
_____________________________________________________________________________________
Corrective action taken: __________________________________________________________________
Supervisor Signature: ______________________________   Date: _______________________________





	
Part III – To Be Completed By Safety Chairperson & Safety Committee Members
Summary of investigation: ________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Additional Corrective action proposed: ______________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Further recommendations: _______________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________
Completion Date: _____________________________
Safety Chairperson Signature: ____________________________       Date: _______________________
Committee Member Signature: ________________________       Date: ________________________
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