Office Use Only:  Daily rate of pay:_________________________

                             Seniority Date: ___________________________

                             Claim Number: ___________________________

Office Use Only:  Daily rate of pay:_________________________
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                             Claim Number: ___________________________


EMPLOYEE IN-HOUSE INCIDENT REPORT

INSTRUCTION:  This form is to be completed by the supervisor of the department in which a work injury or incident occurs.  The completed form is to be returned to D. Ann Mullins, finance office, within 24 hours of job injury or as soon as you become aware of the injury.  This form needs to be turned in prior to going to the hospital and if seeking compensation, employee will also need a claim number to take to the hospital.
A.  SUPERVISOR'S STATEMENT:

1. Name of injured employee (F/M/L)_____________________________________Soc. Sec. No._____________
2. Birthdate: ___________________________________   Marital Status:  ________________________________

3. Address:  ________________________________________________   Phone Number: ___________________

4. School and Job Title_________________________________________________________________________
5. Date injury____________________________    Time of injury ______________________________________
6. Time employee started work on the day of the injury _______________________________________________
7. Date and time employee stopped work due to injury________________________________________________
8. Date injury reported to supervisor______________________________________________________________
9. Location where injury occurred________________________________________________________________
10.  What job/task was employee assigned at the time of injury (need specific details)________________________

         _________________________________________________________________________________________

11.  Was assignment to job within the scope of his/her normal duties?  ______________Yes   _______________No

12. Body part injured (Be specific.  Example: Right index finger) _______________________________________

13. Has there been a previous injury to this body part?  _______________________________________________

Supervisor's investigation and written description of the on-the-job injury: 

Give detailed information as to how the injury occurred, the cause of the accident, the specific body part injured, how the accident could have been avoided, and your recommendations would be to avoid this type of injury in the future (attach additional sheet  if needed):
_____________________________________________________________________________________________
_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

14. Date of last drug test?  _____________________________________________________________________

15. In your opinion is the injury work related?   _______Yes    _______No

16. Will this be turned in for compensation?  If so, this form needs to be turned in prior to going to the hospital.  _______Yes    _______No

17. Date and time employee returned or is expected to return to work?___________________________________

NOTE:  Employee must have a return to work slip even if he/she goes to the doctor the day of injury and returns that same day.  Return to Work slips must be presented to the Finance Office before the employee returns to work.
If medical attention was needed:

Name of physician: ____________________________________________________________________________

Name of medical facility: _______________________________________________________________________
Date and time employee received treatment: ________________________________________________________

B.  Witness Interview and Statement (one for each witness)
      1)  Date and time of injury____________________________________________________________________

      2)  Where did injury occur (be specific)__________________________________________________________

      3)  What part of the body was injured (be specific)__________________________________________________

      4)  Describe in your own words how injury occurred________________________________________________

           ________________________________________________________________________________________

           ________________________________________________________________________________________

      5)  Name, address, and phone number of witness___________________________________________________

           ________________________________________________________________________________________

           ________________________________________________________________________________________

      6)  Describe in your own words how you think the injury could have/or can be prevented in the future:

           ________________________________________________________________________________________

           ________________________________________________________________________________________

           __________________________________________           
 _____________________________

            Signature of Witness                                                                                  
        Date

           __________________________________________            
_____________________________

            Signature of Supervisor                                                         
                       Date
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