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EMPLOYEE DETAILS 

Name: _____________________________________________ Date of Birth: ______________ 

Department: __________________ Job Title: _______________________________________ 

INJURY DETAIL 

Supervisor: ____________________________ Employee start time date of incident: _________ 

Date of accident/injury: _______ Time: ______Location of accident/injury: _________________ 

Date ceased work: _________Time: __________ Date Reported: __________ Time: _________  

Time lost (to date): ___________________ Time lost (anticipated overall): _________________ 

Witness (es): ___________________________________________________________________ 

Name and Address of Physician/Hospital: ____________________________________________ 

_____________________________________________________________________________ 

 

Names of other persons and/or property involved: ___________________________________ 

______________________________________________________________________________ 

What was employee doing when accident occurred? ___________________________________ 

What machine, tool, substance, or object was most closely connected with accident? ________ 

______________________________________________________________________________ 

Were mechanical guards or other necessary safeguards (such as goggles) provided?  Yes or No 

Was the injured party using them?  Yes or No 

In what way was the machine, tool, or object defective? ________________________________ 

Medical Treatment Required: 
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Exactly how did the accident happen? _______________________________________________ 

_____________________________________________________________________________ 

How can the County prevent this type of accident? ____________________________________ 

How could the injured party have prevented the accident? ______________________________ 

Describe in detail the nature of the injury and the part of the body affected: ________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Action taken following accident/injury and/or first aid treatment administered: _____________ 

______________________________________________________________________________ 

First Aid administered by: ________________________________________________________ 

Employee’s Signature: ______________________________________ Date: ________________ 

Supervisor Signature: _______________________________________ Date: _______________ 

Supervisor Comments: 

 

 

 

 

 

 

 

 

Human Resources Notes: 

 

 

 

 

 

 

 


