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Accident/Injury Report
Form to be completed within 24 hours of accident/injury
[bookmark: Text1][bookmark: Text2]Department/Division: 			  Date of Accident:	     			  Time of Accident:	     			
[bookmark: Text3][bookmark: Text4][bookmark: Check3][bookmark: Check4]Date Notified:		     		  Who was Notified:	     			  Photos:       |_| Yes    |_| No
[bookmark: Check1][bookmark: Check2]Report Completed by:	|_|Employee	|_|Supervisor	
SECTION 1:  ACCIDENT LOCATION (MUST BE COMPLETED)
[bookmark: Check5][bookmark: Check6][bookmark: Check7]Accident Occurred on:   |_|Employers Premises    |_|Job Site   |_|Other Location
[bookmark: Text5]Accident location/Address:	     												
[bookmark: Text6]Job Number:	     		  
SECTION 2:  EQUIPMENT (COMPLETE IF ACCIDENT INVOLVES EQUIPMENT/FLEET VEHICLE)
[bookmark: Text7]Name of Operator:	     	 					Unit #/Equip Description:					
[bookmark: Text9]Nature of Damage:	     													
[bookmark: Text10]     															 
[bookmark: Text11][bookmark: Check38][bookmark: Check39]Cost of Damage:	     						DOT Recordable Accident:  |_|Yes     |_|No
SECTION 3:  EMPLOYEE INVOLVED (MUST BE COMPLETED)
[bookmark: Text12][bookmark: Text16]Name:	     							Occupation:		     				
[bookmark: Text13][bookmark: Text18][bookmark: Text19]Address:	     							City:			State	     	Zip:	   	
[bookmark: Text14]Phone:	     							Sex:	
[bookmark: Text15][bookmark: Text20]Date of Birth:		     					Date of Hire:	     					
SECTION 4: COMPLETE ONLY IF EMPLOYEE IS INJURED
[bookmark: Check8][bookmark: Check9][bookmark: Check10]Employee Status:       |_|Full-Time       |_|Part-Time       |_|Independent Contractor
[bookmark: Check11][bookmark: Check12][bookmark: Text22]Language:  |_|English  |_|Spanish					Social Security Number:		  			
[bookmark: Text21][bookmark: Text23]Time Work Began:	     						Last Work Date:	     					
Hours Paid on Date of Injury:		          to			
[bookmark: Text24][bookmark: Text25][bookmark: Text26]Hours Worked Per Day:	     	  and Hourly Pay Rate:	     		  and hours worked per week:  		     		
[bookmark: Text27]How Did Injury Occur:	     												
[bookmark: Text28]     															
[bookmark: Text29]Specific Activity That  Employee Was Engaged In:	     										
[bookmark: Text30]What Equipment was Being Used:	     											
[bookmark: Text31]Body Part(s) Injured:			     											
[bookmark: Check14][bookmark: Check15][bookmark: Check16]|_|Safety Equipment Provided       |_|Safety Equipment Used       |_|Possible Drug/Alcohol Involved      |_|Question Claim
[bookmark: Text32][bookmark: Text33]Was Employee treated, if yes please give providers name, address and phone:						     								     									
[bookmark: Check17][bookmark: Check18]Has Injured worker returned to work?  |_|Yes  |_|No			Was 911 Called:	 					
[bookmark: Text34][bookmark: Text35]Date Returned to Work:	     					Estimated Date of Return to Work:	     			
SECTION 5: ACCIDENT DESCRIPTION (MUST BE COMPLETED)
Be Specific, who, what, when, where, why
[bookmark: Text37][bookmark: Text38][bookmark: Text39][bookmark: Text40]How Did Accident Occur:	  										     															     															     															     																	  
Witness Name:							Witness Phone Number:					
[bookmark: Check19][bookmark: Check20][bookmark: Check21][bookmark: Check22]Did Law Enforcement Investigate?  |_|Yes  |X|No  				Was a Traffic Citation Issued?  |_|Yes  |_|No
[bookmark: Text42][bookmark: Text43]Issued to:		     						For What Violation:	     					
Diagram of accident and/or Equipment Damaged: (Indicate North)











[bookmark: Text44][bookmark: Text45][bookmark: Text46][bookmark: Text47][bookmark: Text48]Employee Comments:	     													     															     															     															     														



SECTION 6:  THIRD PARTY INFORMATION
[bookmark: Check24][bookmark: Check25][bookmark: Check26][bookmark: Check27][bookmark: Check28]|_|Driver       |_|Pedestrian       |_|Property Owner       |_|Parked Motor Vehicle       |_|Bicycle      |X|Vehicle Owner
[bookmark: Text49]Claimant’s Name:	     												
[bookmark: Text50]Address:	     														
[bookmark: Text51][bookmark: Text52]Phone Number:		     					License Number:	     					
[bookmark: Text53][bookmark: Text54]License Plate Number:	     					State:	     						
[bookmark: Text55]Make, Model and Year of Vehicle:			     									
[bookmark: Text56][bookmark: Text57] Describe Damage to Vehicle or Property:				     									     														
[bookmark: Text58]Name of Insurance Company:	     												
[bookmark: Text59]Address of Insurance Company:	     											
[bookmark: Text60][bookmark: Text61]Phone # of Insurance:		     				Policy #:			     				

[bookmark: Check30][bookmark: Check31][bookmark: Check32][bookmark: Check33][bookmark: Check34]|_|Driver       |_|Pedestrian       |_|Property Owner       |_|Parked Motor Vehicle       |_|Bicycle      |_|Vehicle Owner
[bookmark: Text62]Claimant’s Name:	     													
[bookmark: Text63]Address:	     														
[bookmark: Text64][bookmark: Text65]Phone Number:	     						License Number:	     					
[bookmark: Text66][bookmark: Text67]License Plate Number:	     					State:	     						
[bookmark: Text68]Make, Model and Year of Vehicle:	     											
[bookmark: Text69][bookmark: Text70] Describe Damage to Vehicle or Property:		     											     														
[bookmark: Text71]Name of Insurance Company:	     												
[bookmark: Text72]Address of Insurance Company:	     											
[bookmark: Text73][bookmark: Text74]Phone # of Insurance:	     					Policy #:	     						


[bookmark: Text75]Person Reporting Signature:	     					Employee Signature:					
[bookmark: Text76]Date:	     						 	Date:							

Internal Use only 														
[bookmark: Check35][bookmark: Check36][bookmark: Check37]|_|Health and Risk Reviewed 		|_|Accident Tracking 		|_|Work Comp Submitted If Necessary 
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