SUPERVISOR’S ACCIDENT REPORT FOR INJURY ACCIDENT (Example)

	WHO
	Injured Worker’s Name

     
	Social Security Number

     
	Job Title

     
	Date of Hire

     

	WHEN
	Date of Injury

     
	Time

     
	Date Reported to You

     
	By Whom

     
	Witness(es)’ Name(s)

     

	WHERE
	Company Name

     
	Work Station

     
	Was employee performing regular job?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Incident Information

	What exactly happened? Give as many details as possible.

	     

	     

	     

	     

	Did the employee seek treatment?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No                          Physician or facility:


Injury Information (Check all that apply)

	Use the following code to locate injury on body part:

L = Left

R = Right

U = Upper

LO = Lower

Example:  R-U Arm 
	 FORMCHECKBOX 
 Shoulder
 FORMCHECKBOX 
 Arm
 FORMCHECKBOX 
 Elbow
 FORMCHECKBOX 
 Wrist
 FORMCHECKBOX 
 Hand
	Fingers:

 FORMCHECKBOX 
 Thumb
 FORMCHECKBOX 
 Index
 FORMCHECKBOX 
 Middle
 FORMCHECKBOX 
 Ring
 FORMCHECKBOX 
 Pinky
	 FORMCHECKBOX 
 Head
 FORMCHECKBOX 
 Face
 FORMCHECKBOX 
 Eye
 FORMCHECKBOX 
 Ear
 FORMCHECKBOX 
 Nose

 FORMCHECKBOX 
 Mouth
	 FORMCHECKBOX 
 Neck
 FORMCHECKBOX 
 Back
 FORMCHECKBOX 
 Groin
 FORMCHECKBOX 
 Buttocks
 FORMCHECKBOX 
 Chest

 FORMCHECKBOX 
 Abdomen
	 FORMCHECKBOX 
 Leg
 FORMCHECKBOX 
 Thigh
 FORMCHECKBOX 
 Knee
 FORMCHECKBOX 
 Calf
 FORMCHECKBOX 
 Foot

 FORMCHECKBOX 
 Toe


Activity Information (Check all that apply)

	 FORMCHECKBOX 
 Lifting
 FORMCHECKBOX 
 Twisting

 FORMCHECKBOX 
 Running
 FORMCHECKBOX 
 Carrying
 FORMCHECKBOX 
 Reaching
	 FORMCHECKBOX 
 Climbing
 FORMCHECKBOX 
 Pushing

 FORMCHECKBOX 
 Kneeling
 FORMCHECKBOX 
 Jumping
 FORMCHECKBOX 
 Pulling
	 FORMCHECKBOX 
 Squatting
 FORMCHECKBOX 
 Falling

 FORMCHECKBOX 
 Bending
 FORMCHECKBOX 
 Walking

	Handling what?

     
Dimensions:                               Weight:


Hazard Information (Check all that apply)

	UNSAFE:


 FORMCHECKBOX 
 Equipment use
 FORMCHECKBOX 
 Equipment handling

 FORMCHECKBOX 
 Equipment   

       placement

 FORMCHECKBOX 
 Work habits
	 FORMCHECKBOX 
 Work speed
 FORMCHECKBOX 
 Body positioning

 FORMCHECKBOX 
 Clothing

 FORMCHECKBOX 
 Behavior/horseplay
	LACK OF:


 FORMCHECKBOX 
 Training
 FORMCHECKBOX 
 Supervision

 FORMCHECKBOX 
 Attention to task

 FORMCHECKBOX 
 Safety rules
	 FORMCHECKBOX 
 Personal protective 

      gear
 FORMCHECKBOX 
 Safety devices/guards

 FORMCHECKBOX 
 Equipment 

      maintenance

 FORMCHECKBOX 
 Facility maintenance
	FAILURE TO:
 FORMCHECKBOX 
 Follow rules
 FORMCHECKBOX 
 Get help

 FORMCHECKBOX 
 Lock/Tag

 FORMCHECKBOX 
 Secure/warn
 FORMCHECKBOX 
 Use personal protection

 FORMCHECKBOX 
 Use safety devices/guards

	Corrective action(s):

	     

	     

	     

	Supervisor’s Signature


	Date
	Employee’s Signature
	Date


Medical Release Authorization

	I authorize any medical institution or health care provider to supply information about my physical or mental condition to my company’s claims management service. I also authorize release of all information about my medical history and treatment I have received to my company’s claims management service. I direct my health care provider to allow my company’s claims management service to review and copy all records concerning my medical condition and medical history, upon presentation of this authorization or a copy of it.

	Employee’s Authorizing Signature
	Date


Insert Logo Here








