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	CHECK ONE:   ( Incident Only Report            ( Workers’ Compensation Claim

	PERSONAL DATA

	Name
	Employee ID#:

	Address

	City/State/Zip
	Phone

	Gender
	Birthdate
	Marital Status
	# of Dependents

	

	JOB DATA

	Department
	Phone
	CBX

	Job Title
	Work Hours
	Hire Date

	Supervisor
	Supervisor Title

	

	INJURY/ACCIDENT REPORTING

	Date of injury/accident
	Time of injury/accident

	Date and Time Supervisor was notified:

	Location/Address of injury/accident
	( On campus—location: 

	
	( Off campus—location:

	

	Part of the body affected: Please select all that apply.

	( Head  ( Nose ( Neck
	( Back: ( Upper   
             ( Lower
	( Foot: ( Left  ( Right
	( Fingers:

( Thumb

	( Mouth: ___________
	( Hip: ( Left  ( Right
	( Wrist: ( Left  ( Right
	     ( Index

	( Ear: ( Left  ( Right
	( Leg:  ( Left  ( Right
	( Hand: ( Left  ( Right
	     ( Middle

	( Eye: ( Left  ( Right
	( Thigh: ( Left  ( Right
	( Knee: ( Left  ( Right
	     ( Ring

	( Arm: ( Left ( Right
	( Arm: ( Upper (Lower
	( Toes: ( Great (Other
	     ( Little

	___OTHER: ___________________________________________________________

	

	Type of injury 
	( Bruise
	( Burn
	( Cut

	
	( Dismemberment
	( Puncture
	( Scrape

	
	Other: _________________________________________________

	

	First Aid Received    ( Yes   ( No
	First Aid Type _________________________

	
	

	Medical Attention Received  (Yes   (No
	Where ________________________

	

	Medical Attention Needed   (Yes   (No

	

	Witnesses
	Name: _____________
Phone: _____________
	Name: _____________
Phone: _____________
	Name: ___________
Phone:___________

	

	Time Missed From Work  ( Yes     ( No
	First Day Missed From Work ________

	THIS FORM CONTINUES ON THE NEXT PAGE


	Describe fully how the injury/accident happened: What was the injured employee doing; what machine, tool, or equipment was being used at time of injury/accident; if vehicle accident complete STD Form 91-Operators Report of Vehicle Accident and attach. 

	

	

	

	

	

	

	What caused injury/accident? Give contributing factors: Examples include poor lighting, slippery surface, failure to use safety equipment, proper safety equipment not provided, etc. 

	

	

	

	

	

	

	Cost of Damage to State Property
	Estimated Cost

	

	What action has been taken to avoid a recurrence? If none, why?

	

	

	

	

	

	

	Describe corrective action recommended which is beyond your authority

	

	

	

	

	

	

	Report Completed By________________________________________________________________

	Title
	Report Date

	

	Supervisor’s Signature 
	Date

	

	UPON COMPLETION OF THIS CLAIMS FORM, RETURN ORIGINAL REPORT TO HUMAN RESOURCES, CAMPUS BOX 028. IF YOU HAVE ANY QUESTIONS RELATING TO WORKERS’ COMPENSATION, PLEASE CALL HUMAN RESOURCES AT (478) 445-5596.


