
	Worker’s Compensation

Report of Initial Injury Form

	FROM:  Employee’s Supervisor:       

	TO:  Human Resources: Complete and send original form with required signature to our office for processing.

	

	Submit the following information, within 24 hours, for any employee receiving on-the-job or work related injuries, illnesses, or accidents.

	PART I.  EMPLOYEE  DATA

	Name (Last, First and Middle):        

	Social Security Number:       

	Work Phone Number:       

	Home Phone Number:       

	Complete Home Address:       

	Date of Birth (Month/Day/Year):       

	Sex:           Male   FORMCHECKBOX 
          Female    FORMCHECKBOX 


	Marital Status:  Married   FORMCHECKBOX 
  Single    FORMCHECKBOX 
  

	Department:       

	Job Title:       

	Date Hired (Month/Day/Year):         

	How Long at Current Job?                           Years                           Months        

	PART II.  ACCIDENT DATA

	Place and Address of Accident:       



	Were safeguards or safety equipment provided?  Yes      FORMCHECKBOX 
          No      FORMCHECKBOX 


	If Yes, list safety equipment provided:        

	Was it in use?  Yes      FORMCHECKBOX 
          No     FORMCHECKBOX 


	Was Accident on Employer’s Premises:     Yes      FORMCHECKBOX 
          No      FORMCHECKBOX 


	Date of Accident or Injury (Month/Day/Year):          

	Time of Accident or Injury:          FORMCHECKBOX 
 A.M.       FORMCHECKBOX 
  P.M.

	Time Workday Began:                  FORMCHECKBOX 
 A.M.       FORMCHECKBOX 
  P.M.

	Date Employer Notified:               FORMCHECKBOX 
 A.M.     FORMCHECKBOX 
  P.M.

	Time Employer Notified:              FORMCHECKBOX 
 A.M.        FORMCHECKBOX 
  P.M.

	Individual Notified:       

	Witnesses:  Please list complete name and phone numbers.

	Name:                                                                              

	Name:                                                                              

	Name:                                                                              

	PART III.  INJURY OR ILLNESS DATA

	Describe nature of injury or illness in detail.  Include part of body affected, e.g., amputation of right index finger at 2nd joint, fractured arm just above wrist, scratched right eye, etc.:  
      


	If a back, shoulder, upper arm, or other upper body type injury, describe object(s) involved and the weight(s) of the objects:       


	Describe employee’s activities when injury occurred with details of how accident occurred.  Include name of other individuals involved, tools, machinery, objects, vapors, chemicals, etc:        


	PART IV.  MEDICAL TREATMENT INFORMATION

	Did employee see physician?   Yes      FORMCHECKBOX 
          No      FORMCHECKBOX 
  

	If yes,  name and address:       


	Was employee taken to hospital?  Yes      FORMCHECKBOX 
          No      FORMCHECKBOX 
  

	Status:   FORMCHECKBOX 
 Hospitalized      FORMCHECKBOX 
 Emergency Room   FORMCHECKBOX 
 Out-patient   FORMCHECKBOX 
 First Aid

	If yes, name and address of hospital:       


	A physician’s certification of disability:   FORMCHECKBOX 
 is attached      FORMCHECKBOX 
 will be provided

	A physician’s certification to return to duty:   FORMCHECKBOX 
 is attached     FORMCHECKBOX 
 will be provided

	PART V.  TIME LOST DATA

	Has employee missed any work as a result of accident:  Yes      FORMCHECKBOX 
          No      FORMCHECKBOX 
  

	If yes, when did the lost time start?  Date:               Time:            A.M.  FORMCHECKBOX 
  P.M.  FORMCHECKBOX 


	Has employee returned to work?

	Yes     FORMCHECKBOX 
 When:  Date:                 Time:               A.M.  FORMCHECKBOX 
  P.M.  FORMCHECKBOX 


	No      FORMCHECKBOX 
  When is it expected that employee will return?  Date:                 

	Total work time lost as of completion of this report is:  Hours: 

     



	PART VI.  PROPERTY INVOLVED AND ESTIMATED DAMAGE

	 FORMCHECKBOX 
No property involved                                                 FORMCHECKBOX 
As indicated below

	Identification of property involved:

	State:       

	Other:      

	Estimated property damage – dollars:

	State:       

	Other:       

	PART VII.  PREVENTION

	In your opinion, what might have been done to prevent this accident?       


	PART VIII.  ADDITIONAL INFORMATION OR COMMENTS

	     


	PART IX.  SIGNATURE (IMMEDIATE SUPERVISOR)

	     
Print Name of Individual Completing Form           Work Phone Number:                                                                                  

	Signature _______________________________________            Date:     

 FORMTEXT 
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