[image: image1.png]


[image: image2.png]


 

SUPERVISOR’S REPORT OF EMPLOYEE’S REPORT OF

INJURY, EXPOSURE, OR MEDICAL CONDITION
COMPLETE AND RETURN WITHIN 24 HOURS TO:  FORMTEXT 

     
	1. Injured Employee:      
	2. Dept/Division/Bureau:      

	3. Date and time of this injury: 

   Date:                Time:               AM  FORMCHECKBOX 
  PM   FORMCHECKBOX 

	4. Physical address where this injury happened: 
         

	5. Was this injury reported to you? Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

   If No, name of the person this injury was reported to:    

        
	6. Date this injury was reported to you or the person listed in box 5:      

	7. Date this injury was reported to you as being work related:            
	8. Did you investigate the physical address/location where this injury happened?  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Were there any witnesses? Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Did you interview the witnesses?  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

Attach witness statements to this form.

	9. Would you like to be contacted to further discuss your employee’s injury?
        Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 

	

	10.  In your own words, describe how this injury occurred, including the job duty being performed and actions of the employee or unsafe conditions that contributed to the incident.       


	11. Did the employee seek medical treatment as a result of this injury?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No  
          If Yes, check one box below; If No, skip to #12                  
            FORMCHECKBOX 
 Employee has returned to work
            FORMCHECKBOX 
 Employee is out of work

	12. Supervisor’s signature: 

           

	13. Supervisor’s Phone number:      
      Supervisor’s Email address:      


	14. Print supervisor’s name and title: 
           
	15. Date you completed and returned this form: 
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