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Accident/Incident Report Form

Date of incident:  _______________
Time:  _____AM/PM
Place Accident Occurred:


Name of injured person:  










Address:  












Phone Number(s):
          
Date of birth:  ____________
Male ______
Female _______

Social Security #: ______________________________
Name of Member Notified:
Type of injury:  












Source of injury:











Details of incident:  





































Witnesses:



Part of body injured:











Injury requires physician/hospital visit?
Yes ___
No _____

Name of physician/hospital:  











Address:  













Physician/hospital phone number:  









Date last worked:
Date returned to work if still out:

Signature of injured party _________________________________________________________










Date

*No medical attention was desired and/or required.

Signature of injured party






Date

To be completed by Human Resources Representative:
	Name on Policy:

Reporting Member:

Date Member notified:

Paid for date of injury:

Date of Hire:


	Department Code:

Hourly Wage:

Hours Worked:

Salary Continuing:

First lost time day:

Occupation:




Return this form to Human Resources within 24 hours of incident.
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