Supervisor’s Accident Investigation Form

	Employee’s Name:   
	Date of Incident: 

	Employee’s Job Title:  
	Date Reported: 

	Client: 
	Time Incident Occurred: 

	Supervisor: 
	Time Shift Started Day of Incident: 

	Sex: ( Female   ( Male      Date of Birth: 


	Name of witness (if any):

	What was the employee doing at the time and how did the injury occur?  (Please be specific):
   ___________________________________________________________________________________________

   ___________________________________________________________________________________________

   ___________________________________________________________________________________________

   ___________________________________________________________________________________________

   ___________________________________________________________________________________________

   ___________________________________________________________________________________________



	Where, exactly, did it happen? ___________________________________________________________________
   ___________________________________________________________________________________________


	[image: image1.jpg]


What parts of the employee’s body were injured? 
Please list below and circle on the image to the right. 

​​____________________________________________

____________________________________________

​​​​
____________________________________________

	Was medical treatment sought?        ( Yes      ( No, treatment was declined at time of incident

	Has this part of your body been injured before?        ( Yes      ( No

If yes, when? ___________________________________________________________
Name of Treating Physician:  _______________________________________________________
Did you have any of the following treatments?  ( MRI    ( Surgery   ( Diagnostic Testing   ( Other
   If “Other”, describe in detail: ___________________________________________________________________  

   ___________________________________________________________________________________________



	Your recommendations to prevent this from occurring again?  (Please be specific)

   ___________________________________________________________________________________________

   ___________________________________________________________________________________________

   ___________________________________________________________________________________________

   ___________________________________________________________________________________________

   ___________________________________________________________________________________________



	Supervisor’s signature:
	Date:
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