Accident/Injury Report

Supervisor must complete report and return to the Human Resources Department within 24 hours.

Name: ___________________________________  SSN:______-_________-________

Date of Accident: Day__Month____Year_____

Time of Accident:________________________AM/PM

Place of Accident: ________________________________________________________

Witnesses: (if any)                                                First Aid Given? ____Yes______No

Name: _______________________________     By Whom? ____________________

Address: _____________________________     Hospitalized?      ____Yes _____ No

_____________________________________     Physician: _____________________

Phone #: ______________________________

Nature and Extent of Injuries: _______________________________________________

________________________________________________________________________

How did accident/injury occur? (Be specific; use extra sheet of paper if necessary): ____

________________________________________________________________________________________________________________________________________________

Job or activity engaged in at time of injury (Be specific): __________________________

________________________________________________________________________________________________________________________________________________

Describe any unsafe conditions, methods, or practices related to the accident: _________

________________________________________________________________________________________________________________________________________________

___________________________________                           _______________________

Employee’s Signature





Date

___________________________________


________________________

Supervisor’s Signature




Date

___________________________________


________________________

Department/Company





Location

This form provided to members of EverythingHR

