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DATE of this Report______ TIME OF INCIDENT: ________am/pm

Check applicable items:       Incident        Accident:        Injury        Illness

To: Supervisor or Worker in charge:

Supervisor shall complete this Report without delay.

	Who was injured?
	Name of Injured:________________   Job Title: _____________

Years of Employment: _____  Employee Number ______

Employee In Present Position: _____

	Time/Place of Injury
	Time employee began work on date of accident: _______ 

On the job or employee’s premises:   Yes _____No ___

Normal scheduled work hours _________ Normal work days ______

Place/Address of Accident:___________________________________

Twp Name:  ________ County:  _________ State:  ________ 

	Witness to the Injury
	1. ____________________________________________________

2. ____________________________________________________

	Nature and Extent of Injury
	Parts of Body Injured _______________________________________

Nature of Injuries: __________________________________________

	Treatment
	Date of First Treatment by Doctor _____________________________

Doctor’s name __________________ Address __________________

Date Hospitalized ___________________________

Name and Address of Hospital: _______________________________

Last Date Worked __________ Probable Length of Disability _______

	Accident
	What was the Employee doing when Injured?  Be Specific.

___________________________________________________________

___________________________________________________________

How Did Accident Occur______________________________________

___________________________________________________________

Identify Object, Substance or Machine which directly injured employee

___________________________________________________________

	Cause of Accident
	What do you believe was the main cause of this accident?

     Human Error      Equipment Failure      Inadequate Training 

     Other: Explain ____________________________________________

Contributing Factors         Weather          Terrain

Other: Explain ___________________________________


EMPLOYEE SIGNATURE:________________________DATE: _____________

Initial Investigation By Supervisor

This information is to be completed by the supervisor after completion of the Injury Report (side 1).  It will be submitted without delay along with the injury report.  Attach sketch/photographs as appropriate (at bottom).



Analysis

1.Should this accident be investigated further for possible non-work related causes?
Y__N__
2.Have you discussed the accident/incident with the employee?



Y__N__

3.Were your instructions from your supervisor followed? Explain:



Y__N__

4.Was Accident/Incident due to failure to follow Safety Rules?



Y__N__
Please explain: __________________________________________________________

________________________________________________________________________

(An indication on this form of a failure to follow safety rules does not necessarily constitute a violation for which any disciplinary action has or should be taken).

1. What do you, as a Supervisor, believe was the main cause for the accident or incident?

Choose One:



Inadequate Training



Employee Error



Equipment Problem / Lack of Proper Maintenance



Other (explain) _________________________________


________________________________________________

2. Loss Severity Potential

Major

Serious
  Minor

3. Probable Recurrence Rate:

Frequent
Occasional
  Rare

Prevention

1.
What do you believe could have been done to prevent this Accident or Incident and state how and why  ___________________________________________________
________________________________________________________________________

2.
Check which of the following applies:



This is a complete report; I have sent a copy to my Manager/Dept. Head.



A Supplemental Investigation Report will be submitted within 5 working days.

Follow Up: 
   6 Months  

1 Year

2 Years

This supplement will be reviewed by: (Manager/Department Head) ________________________



An Accident Investigation Team will investigate:

Who was notified? _____________________________ Date Notified _______________________

Supervisor’s Signature _____________________________________ Date: __________________

Submit Sketch/Photographs Here:

Employee Illness/Injury/Accident Form












































      































































































Accident/Incident Investigation Report














Prepared By: Quad State Instructors, Inc.  
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