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Harnett County

POST OFFICE BOX 778

Lillington, North Carolina  27546
EMPLOYEE ON-THE-JOB ACCIDENT/INJURY/ILLNESS REPORT FORM 

(To be completed as soon as possible.  Provide as much information as you can.  Please type or print legibly.)

Date/time of accident:       /     /     ,      :      ( FORMCHECKBOX 
a.m.  FORMCHECKBOX 
p.m.)

Time Shift Started:        
Exact location of accident (complete address):       
                                                                           street
City:       
State:     
Zip:                                                                                          
                            town                                                               state                                                      zip
Employee Information:
Employee’s name:       SSN:       -     -      
Date of birth:      /     /     
Home address:       
Telephone number:  (home)       
(work)       
ext.      
Job Title:      
Department:       
Subdivision:       
Date of Hire:      
Name of Supervisor:
     
Date & Time Supervisor notified :            
Avg. weekly wages (w/overtime):  $     
# hours per day:        # hours per week:      
Number of dependents:                            Marital Status:      
Was work time lost ?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Undetermined
If yes give times and dates:      
Last date worked:       /     /     

Date returned to work:       /     /     
Accident/Illness Information:
Describe injury or illness (list specific body part injured):       
Was employee engaged in Harnett County business?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

What was the injured employee doing?       
What was the direct cause of injury (machine, tool, object or substance)?       
Is this a questionable accident?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

Was employee treated by a physician?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No   

If yes, give info on Doctor’s office/hospital:      
Was surgery required as a result of accident?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

Was employee removed via ambulance?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

Is this a fatality case?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No
If yes, fatality date:       /     /     
Reported by:       
Comments: ________________________________________________________________________________
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