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EMPLOYEE’S REPORT OF ACCIDENT/INCIDENT
TO BE COMPLETED BY INJURED WORKER
	Date of Accident
	

	Time of Accident
	
 FORMTEXT 

     
        AM   FORMCHECKBOX 
 PM

	Exact Location
	

	Time Shift Started
	
 FORMTEXT 

     
        AM   FORMCHECKBOX 
 PM


Employee Information
	Employee Name
	     

	SSN (Last 4 Digits)
	     

	Date of Birth
	     /     /     

	Home Address (street)
	      

	                         (city, state, zip code)
	                   

	Telephone Number
	      Home                Work

	Job Title
	     

	Department/Subdivision
	     /     

	Supervisor
	     

	Marital Status
	     

	Dependants
	     


Reporting
	Person Notified
	     

	Date and Time Notified
	     /     /       
     :       FORMCHECKBOX 
 AM   FORMCHECKBOX 
 PM


Work Status
	Last Date Worked
	     /     /     

	Date Returned to Work with Restrictions
	     /     /                                     FORMCHECKBOX 
 N/A

	Date Returned to Work without Restrictions
	     /     /                                     FORMCHECKBOX 
 N/A

	Current Work Restrictions
	                                                           FORMCHECKBOX 
 N/A


Accident/Illness Information:
	Describe injury or illness (be detailed and list specific body parts affected)
	     

	Has this body part been injured before? 
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, when?
	     

	Was employee engaged in Harnett County Business?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	What was the injured employee doing at time of injury?
	     

	What was the direct cause of injury (ex: machine, tool, object, or substance)?
	     

	Were safeguards or safety equipment provided?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Were they used?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Witnesses (list names and phone numbers)

	     
     
     


Medical Treatment:
	Was employee treated by a physician?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	If yes, provide info on Doctor’s Office or Hospital
	     

	Were you directed to a physician by your supervisor?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	If so, where were you directed?
	     

	Was surgery required as a result of accident
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Was employee removed via ambulance
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No


Reported by:       
Comments:      
Complete this form and submit to your supervisor or designated individual within 24 hours of the loss. 
Complete all fields if the information is available. 
Contact Human Resources at 814-6402 with questions.
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