ACCIDENT/INJURY REPORT

(Must be filed with Loss Control within 24 hours)

CLIENT:
     
LBO:
     
     
     

ADDRESS:
     
PHONE:
(     )       

CITY:
     
STATE:
     
ZIP:
     

DID ACCIDENT OCCUR 

ON CLIENT PREMISES:
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO
CLIENT #:
     

EMPLOYEE:
     

ADDRESS:
     
PHONE:
(     )       

CITY:
     
STATE:
     
ZIP:
     

BIRTHDATE:
     
SS#:
     

AGE:
     
SEX:
 FORMCHECKBOX 
M
 FORMCHECKBOX 
F

MARITAL STATUS:
 FORMCHECKBOX 
SINGLE
 FORMCHECKBOX 
MARRIED

DEPENDANTS:
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO
IF YES, HOW MANY:          

Note NAME and RELATION of each dependant in comments section.

DATE OF INJURY:
     
TIME:
     
 FORMCHECKBOX 
AM
 FORMCHECKBOX 
PM

WORKED:
 FORMCHECKBOX 
PART
 FORMCHECKBOX 
FULL DAY
PAID FOR FULL DAY:
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

OCCUPATION WHEN INJURED:
     
REGULAR

OCCUPATION:
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

Description of Occupation:
     

HIRE DATE:
     

WAGES:
$          /HR
SKILL CODE:
     

SHIFT HOURS:
     
DAYS
 FORMCHECKBOX 
M
 FORMCHECKBOX 
T
 FORMCHECKBOX 
W
 FORMCHECKBOX 
R
 FORMCHECKBOX 
F
 FORMCHECKBOX 
S
 FORMCHECKBOX 
S

MACHINE/OBJECT/TOOL CAUSING INJURY:
     

SAFETY APPLIANCE REGULATION PROVIDED:
     
IN USE:
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO

DETAILED DESCRIPTION OF ACCIDENT:

     

     

     

     

     

     

     

DATE REPORTED 

TO CLIENT SUPERVISOR:
     
TIME:
     
 FORMCHECKBOX 
AM
 FORMCHECKBOX 
PM

DATE REPORTED

TO PLACEMENT OFFICE:
     
TIME:
     
 FORMCHECKBOX 
AM
 FORMCHECKBOX 
PM

LAST DAY WORKED:
     
SUPERVISOR:
     

WITNESSES:
 FORMCHECKBOX 
YES
 FORMCHECKBOX 
NO
IF YES, ATTACH WITNESS STATEMENT

NAME:
     
NAME:
     

DETAILED DESCRIPTION OF INJURIES:

     

     

     

     

     

     

     

MEDICAL CARE:
 FORMCHECKBOX 
PHYSICIAN
 FORMCHECKBOX 
HOSPITAL
 FORMCHECKBOX 
CLINIC

NAME/PLACE:
     

ADDRESS:
     

CITY:
     
ZIP:
     
PHONE:
(     )       

DATE OF VISIT: 
     



04/15/99

CORRECTIVE ACTION:

     

     

     

     

     

     

WORK STATUS:

Was the employee FULLY released after initial visit to clinic?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No


If “Yes”
What date did the employee return to work?
     


If “No” 
What date is the employee’s next recheck?
     



What date is the employee going to start modified duty?
     

COMMENTS: 

     

     

     

     

     

     

     

     

     

     




EMPLOYEE SIGNATURE:





REPORT COMPLETED BY:


DATE:
     

RCV’D:
     

TYPE OF REPORT:

 FORMCHECKBOX 

Accident / Injury Report

 FORMCHECKBOX 

First Aid Only Report

 FORMCHECKBOX 

Refusal of Medical Treatment Report

 FORMCHECKBOX 

Report of Potential Accident / Injury

FOR LOSS CONTROL USE ONLY:
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