EMPLOYEE'S FIRST REPORT OF INJURY FORM

INSTRUCTIONS Employees shall report all work-related accidents, injuries, illnesses - orunplanned events which could have
resulted in an injury or iliness - using this form. Once completed, this form shall be given fo a manager for next steps.

| AM REPORTING A WORK RELATED: INJURY ILLNESS NEAR MISS
YOUR NAME SUPERVISOR NAME DATE OF REPORT
JOB TITLE Has your supervisor been made aware of this incident?
LOCATION OF INCIDENT DATE OF INCIDENT  TIME

WITNESSES if any

INCIDENT DESCRIPTION Describe tasks being performed and sequence of events. Atfach additional pages as necessary.

What could nave been done to prevent this injury / near miss?

What parts of your body were injured? If a near miss, how could you have been hurte

Was medical freatment necessary?  IF YES, NAME OF HOSPITAL / PHYSICIAN:
YES NO
DATE OF VISIT TIME OF VISIT HOSPITAL / PHYSICIAN PHONE

Has this part of your body been injured before? YES NO If YES, when?

Do you have other employment? YES NO |« Company Name

EMPLOYEE SIGNATURE DATE SUPERVISOR SIGNATURE DATE


http://bit.ly/2UfaVaH

DISCLAIMER

Any articles, femplates, or information provided by Smartsheet on the welbsite are for
reference only. While we sirive to keep the information up tfo date and correct, we make
no representations or warranties of any kind, express or implied, about the completeness,
accuracy, reliability, suitability, or availability with respect to the website or the information,
artficles, templates, or related graphics contained on the website. Any reliance you place
on such information is therefore strictly at your own risk.
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