
	(Employer:       

	(Employee Name:       
	(Supervisor Name:       

	(When did the supervisor know of the injury?       

	Employee Home Address:       

	City, State:       
	Zip Code:       

	Phone:       
	Date of Birth:       

	Marital Status:    FORMDROPDOWN 

	Social Security #:       

	Job Title:       
	Hourly wage:              Hire Date:      

	Speaks fluent English?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
	Post-Accident Drug Test completed?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Related to a safety violation?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 
	Any prior written disciplinary action?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	(Date of Injury:       
	(Time of Injury:           FORMDROPDOWN 


	(Incident Location (include city & state):      

	(How did the injury occur?  What activity or task were they performing? Equipment being used?
     

	(Part of Body Injured (be specific):      

	(Type of injury (cut, bruise, etc.):      

	(Initial Treatment:    FORMCHECKBOX 
 1st Aid      FORMCHECKBOX 
 Walk-in Clinic     FORMCHECKBOX 
 Hospital via EMS   FORMCHECKBOX 
 Hospital via car

	Medical Facility Name and City:       

	Work Status:   FORMCHECKBOX 
 Full Duty    FORMCHECKBOX 
 Light Duty    FORMCHECKBOX 
 Disabled
	Date returned to work:       

	Witnesses:      

	What would prevent this incident in the future?       

	(Employer Point of Contact:       
	Phone:       


The areas highlighted and marked with “(” MUST be completed at a minimum.  Do not delay reporting if other information is not available.
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