Supervisor’s Report of Accident

Employee’s Name: __________________________________

Age: __________________   Sex: _______________

Job Position/Title: ___________________________________

Social Security Number: ___-___-____ 

Supervisor’s Name: __________________________________

Shift Hours: _________________ Days Off: ______________

Date and Time of Accident: ____________________________

Location of Accident: _________________________________

Date and Time Accident Reported: _______________________

To Whom: __________________________________________

Task Being Performed When Accident Occurred: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name(s) of Witnesses: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Accident Resulted in:   ( Injury
( Fatality
( Property Damage

First Aid Given:  
 ( Yes

( No

Medical Treatment Required: 
( Yes

( No

What Actions, Events, or Conditions Contributed Most Directly to the Accident? ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe How the Accident Occurred: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

_________________________________________

________________________

Signature of Supervisor




Date

Received in Office By: ______________________

________________________









Date

This form provided to members of EverythingHR

