record of accident/incident/serious harm form

This form should be submitted to Human Resources as soon as practicable after the accident or injury.
Employee Name:  _______________________________________________________________
Job Title / Department:  __________________________________________________________
Date of Accident or Injury:  _______________________________________________________
Time employee began work:  ______________________________________________________
Time of event:  _________________________________________________________________
Please describe what you were doing just before the incident, and be as specific as possible:  
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Please describe what happened (how the accident or injury occurred), and specifically describe any equipment, tools or materials you were using at the time: ____________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Please describe the injury or illness sustained, by identifying the specific body part(s) affected and how it was affected:  _________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Please identify the object or substance, if any, that directly harmed you:  ___________________
______________________________________________________________________________
______________________________________________________________________________

Please identify all other employees, supervisors or other witnesses who were present at the time of the incident:  ________________________________________________________________
_____________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Was treatment received at the worksite?      		Yes          	No 

	*If yes, please indicate: Provided by - ____________________________________________________
						Name				Title

Was treatment received away from the worksite?   		Yes		No       

         If yes, provide: 	
                     Name of Facility:  ______________________________________________________________
                     Name of treating physician:  ______________________________________________________
                     Complete address:  _____________________________________________________________

Was treatment received in an emergency room?              	Yes		No  


Were you hospitalized overnight as an in-patient??         	Yes		No  

                                   
****************************************************************************************

For HR Use:

Form received by:  _______________________________________ Date and time:  ____________________
                      

