INCIDENT REPORT
This form is to be completed by the injured employee or supervisor as soon after the accident as possible and forwarded to Human Resources.

	Injured Employee:
	     
	        Personnel #:
	     


	Home Address:  
	     

	
	


	DOB:
	     
	Division:
	 FORMDROPDOWN 



	Home Phone #:
	     
	Work Phone #
	     
	Cell Phone #:
	     


	Marital Status:
	 FORMDROPDOWN 

	Number of Dependant Children:
	 FORMDROPDOWN 

	Number of Other Dependants:
	 FORMDROPDOWN 



	Place of Accident or Occurrence:   
	

	
	

	Did this occur on the Employer's premises?
	 FORMDROPDOWN 

	If yes, give the specific location:    
	

	
	
	
	

	County of Injury:
	     
	
	Date of Injury:
	     
	
	Time of Injury:
	     


	Time Workday Began:
	     
	Number of Hours in the Employee's Workday:
	 FORMDROPDOWN 



	Date the Employer was notified of the accident:
	     
	Person Notified:
	     


	Name of Employee's Supervisor:
	     


	Last Day Worked Due to Injury:
	     
	Date Employee returned to work from Injury?
	     


Describe the nature of the injury/exposure in detail. Include the part of the body affected & exposure type (blood, vomit, feces, sweat, saliva, etc.)

	     



Describe the employee's activities at the time of the accident. Provide specific details of how the injury/exposure was acquired and source identification (name, address, age)
	     



	Were safeguards or safety equipment provided for the employee?
	 FORMDROPDOWN 

	Were they used by the employee?
	 FORMDROPDOWN 


	
	
	
	

	Type of Personal Protective Equipment used by the employee:
	     


	Name of Hospital or Doctor's Office where treatment took place:
	     


	Address of the Hospital or Doctor's Office: 
	     

	
	

	Treatment Date (if applicable):                        
	     
	Treatment Time (if applicable):
	     


	Treatment Type:
	 FORMDROPDOWN 



	Witnesses (Names and Phone Numbers)  
1. 
2. 
3.      


	Completed by:
	     
	Title:
	     
	Date:
	     


	Date Comp Endium Notified
	     
	Supervisor:
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