Supervisor’s Report of Injury
This report must be completed and given to the Human Resources Manager on the same date that the accident occurred.

	Name of Injured Employee:
	Employee No.:
	Dept.  No:

	( Male
( Female
	Occupation  (Regular Job Title, Not Specific Activity at Time of Injury):

	Date of Accident:
	Time of Accident:

	Where did accident occur?  (Address, City and County)

	On Employer's Premises? ( Yes
( No

	Company Address:  (if different from accident location)

	Injury reported to: _________________________

Injury reported by Employee

Date: ___________________________________

Time:  __________________________________

	What was Employee doing when injured?   (Identify tools, equipment or material employee was using)


	How did the accident or exposure occur?   (Describe the events that resulted in injury or occupational disease)


	Did employee commit an unsafe act?
( Yes

( No

	Personal factors that could have contributed to the accident:

( Improper attitude


( Bodily defects  (eyesight, hearing, fatigue, etc.)
( Lack of knowledge or skill

( No unsafe personal factor


( Other

	Object or Substance that directly injured Employee.    (Machine, chemical, vapor or poison inhaled or swallowed; in cases of strains, the object he/she was lifting, pulling, etc.)


	Did an unsafe condition contribute to, or cause, the incident?
( Yes

( No

Explain:



	Were there any witnesses to the accident?
( Yes

( No

Who were they?  (Attach a statement from each witness)


	What steps will be taken to prevent similar accidents?

	Nature of injury or illness and part of body affected:


	Was First Aid treatment rendered?

( Yes
( No

	Has employee returned to work?
( Yes 
( No 
Referred to clinic or Physician?
( Yes
( No

Date returned:




Name of clinic or Physician:  

	Report Completed by:
	Date:

	Print Name:
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