


THIS FORM MUST BE COMPLETED WITH
THE EMPLOYEE ACCIDENT REPORT

TYPE OF ACCIDENT

(Check all that apply)
� FALL SAME LEVEL � RADIATION EXPOSURE � STRUCK BY
� FALL DIFF LEVEL � INHALATION � CAUGHT BETWEEN
� SLIP (NO FALL) � ABSORBING � ELECTRICAL
� BIO EXPOSURE � INGESTION � OVEREXERTION
� CHEMICAL EXPOSURE � STRUCK AGAINST � OTHER

� MARKED ON EMPLOYEE ACCIDENT REPORT
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WITNESSES � YES � NO

Name: Phone #: Work Location:

Name: Phone #: Work Location:

WHAT CONDITION OF TOOLS, EQUIPMENT, OR WORK AREA CONTRIBUTED TO THE INCIDENT? COMMENTS

� CLEARANCE / CONGESTION � REQUIRED INSPECTION NOT PERFORMED � LIGHTING

� SAFETY DEVICES INOPERABLE � WARNING SYSTEM � HOUSEKEEPING

� WORN OUT THROUGH NORMAL USE � BASIC DESIGN � LACK OF PERSONAL PROT EQ

� WALK SURFACE / FLOOR � VENTILATION � NO UNSAFE CONDITION

WHAT CAUSED OR INFLUENCED EXISTING CONDITIONS? COMMENTS

� ABUSE / MISUSE BY USER(S) � WALKING SURFACE � SELECTION OF AN ITEM

� USE OF TOOL/EQUIPMENT � MAINTENANCE � TRAINING

� ATTITUDE � MANAGEMENT � OTHER (describe under comments)

� ABILITY � WEAR AND TEAR � NOT APPLICABLE

WHAT ACTION OR INACTION CONTRIBUTED TO THE INCIDENT? COMMENTS

� DEFEATED SAFETY CONTROL � LIFTING � HURRYING / RUSHING

� UNAUTHORIZED ACTIONS � EQUIPMENT USE � NOT USING PERSONAL PROT EQ

� INAPPROPRIATE BEHAVIOR � TECHNIQUE � OTHER (describe under comments)

� USE OF DEFECTIVE ITEM � OPERATOR ERROR � NOT APPLICABLE

PREVENTATIVE MEASURES (TAKEN OR PLANNED) COMMENTS

� IMPROVE ENFORCEMENT � ELIMINATE CONGESTION � IMPROVE HOUSEKEEPING

� ROTATE DUTIES � IMPROVE LIGHTING � (RE)TRAINING

� CORRECT PERSONAL PROT EQ PROBLEMS � IMPROVE VENTILATION � REASSIGN FOR MODIFIED DUTY

� ADD PRE-TASK INSTRUCTION � IMPROVE DESIGN � OTHER (describe under comments)

� REPAIR EQUIPMENT/WALKING SURFACE � IMPROVE MAINTENANCE SCHEDULE

TARGET DATE FOR PREVENTATIVE MEASURES

DATE PREVENTATIVE MEASURES COMPLETED SUPERVISOR'S INITIALS EH&S NAME
(if complete before sending report) (if complete before sending report) (if date is obtained during follow up)

ADDITIONAL COMMENTS:

EMPLOYEE'S SIGNATURE DATE SUPERVISOR'S SIGNATURE DATE
My signature indicates the above information is accurate. My signature indicates the above information is accurate.

This report is a privileged and confidential document for institutional Quality Improvement purposes.
THIS EMPLOYEE ACCIDENT INVESTIGATION MUST BE COMPLETED WITH THE EMPLOYEE ACCIDENT REPORT

LAST NAME

FIRST NAME

INJURY DATE INJURY DAY OF WEEK

________/________/________ S M T W Th F S

INJURY SEVERITY

� Medical Treatment � First Aid
� Restricted / Modified Duty � No treatment needed / sought

� Lost Work Days

ACTIVITY AT TIME OF ACCIDENT

PART OF REGULAR JOB? � YES � NO
� Lifting � Drawing Blood

� Assisting Patient � Admin. Medicine

� Walking � Surgery
� Typing/At Desk � Handling Haz. Mat.

� Driving � Handling Animal

� Push/Pull Cart � Transporting Patient
� Other (describe below)
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