EMPLOYEE PERSONAL INJURY/OCCUPATIONAL ILLNESS REPORT

Each employee incurring an injury or occupational fliness on duty andfor on property must fill out this report and provide it to their supervisor.

A copy should be retained for your file,
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TOU FIRST ROTICE SYMPTOMS?

IF THIS 15 AN QCCUPATIONAL ILLHESS RATHER THAN AN ACUTE IMJURY, 'WHEN DID

'WHEN WERE YOU FIRST TREATED OR DIAGNOSED?

DESCRIBE INJURIES OR OCCUPATIOMNAL ILLNESS:

DESCRIBE FULLY HOW INJURY DR OCCUPATIOMAL LLNESS OCCURRED;

WAS THE ACCIDENT CAUSED BY THE CONDUCT OF ANOTHER PERSONT
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IF YES, PLEASE DESCRIBE:

COULD YOU, BY MORE CARE ON YOUR PART, HAYE PREVENTED YOUR INJURY?
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IF YES, HOW?

‘WS THERE ANYTHING 'WRDNG WITH THE EQUIPMENT, WORK FROCEDURES,
OR 'WORK AREA WHICH LED TO THIS ACCIDENT / BLILRY?

D Yes [:I o

IF YES, PLEASE DESCRIRE:

TYPE OF MEDICAL ATTENTION ADMINISTERED (PRESCRIPTION, BRACE, SPLINT, ETC):

MAME CF ATTENDING PHYSICIAN:

ADDRESS:

HAME OF ATTENDING FACILITY:

ADDRESS:

IF INJURY OCCURRED WHILE WORKING WITH O TRACK EQUIFMENT, LIST INITIALS AND NUMBERS:

IMPORTANT: LIST ALL PERSONS WHO WITNESSED THE INJURY QR THAT CAN GIVE ANY INFORMATION ABOUT IT:

HAME DCCUPATION

ADDRESS [Show Stresf and City)

Signed

Date

PLEASE ANSWER ALL QUESTIONS (USE REVERSE SIDE IF NECESSARY)
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