		INCIDENT REPORT


	TO BE COMPLETED BY COMPANY

	First Name:
	Middle Name:
	Last Name:

	Address:
	City:
	State:
	Zip:

	Last 4 of SSN:
	Date of Birth:          /       /     

	Home Phone #: (       )
	Cell Phone#:  (       )

	Do you have any off-the-job activities? For example: Hobbies? Sports? Part Time Work?


	Date of Injury:
	Time of Injury:
	|_| AM
	|_| PM
	Day of Week:

	Have you ever had this pain before?  |_| Yes    |_| No       When did you first feel the pain?

	On a scale of 1-10 (1 being mild and 10 being severe), please circle your level of pain at the time of injury:
1     2     3      4      5      6      7      8      9      10

	On a scale of 1-10 (1 being mild and 10 being severe), please circle your level of pain at this time: 
1     2     3      4      5      6      7      8      9      10

	List all prior injuries sustained at work in the last 10 years that required medical attention. Please list the parts of the body that were injured as well as the dates that injuries occurred: 

 

	Who was the injury reported to? 

	When injury was first reported?

	If injury was not reported within one hour, please list the reason(s) why: 


	Who else was involved or saw the incident take place? Please list names and contact info.
 


	Please highlight the body parts affected: [image: th?id=HN]

	Write Statement given by associate describing in detail what they say occurred and read back to them to ensure accuracy.  

	

	As an associate of Company, I understand and agree to the following:
(Please have associate initial beside each statement)

· _____ I will promptly report any physical changes that may require medical attention to Company.
· _____ I will follow all pertinent health and safety procedures identified during initial orientation and        weekly retraining. 
· _____ I will follow all medical treatment recommendations given by the treating provider. I will NOT seek additional treatment without discussing physical problems with Company. 
· _____ I will keep and follow through with all scheduled appointments to aid in the recovery process. 
· _____ I will notify Company before changing any scheduled follow-up visits with the medical provider. 


	I, associate, the undersigned, certify that the above information is true and correct statement of fact and that I made such statements of my own free will.  I understand that any payments to me or anyone else for expenses in connection with my incident and resulting claim is not an admission of liability on the part of COMPANY or the workers’ compensation insurance carrier.  I authorize full access to copies of medical records, radiology reports, drug/alcohol screenings, and documents of any kind to my employer and workers’ compensation insurance company.  I hereby agree to release this information and hold all such medical providers harmless for the release of this information as set forth in this authorization.  “Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison”.

	By signing below, I am agreeing the information in the above statement was recorded accurately and has been read back to me.

	Associate Signature:  

	Date:


	Signature of Whom Completed Statement: 
	Date:

	
TO BE COMPLETED BY COMPANY

	Was Incident Report completed with associate?   |_| Yes    |_| No

	If No, please list reason(s) why:                

	Branch: 
	State:
	Client Name:

	Client Address: 

	Date Incident Reported:  
	Date of Injury:
	Time of Injury:

	Name of Person Notified:
	Job Title:
	Phone #

	Associates Original Hire Date:
	Assignment Start Date:

	Work Schedule (Hours):
	Shift:
	Pay Frequency:

	When did the incident occur?

	When was Associate’s Supervisor notified of the incident?   

	Did you speak with all of the Associate’s Supervisors at the time of the incident?    |_| Yes   |_| No

	When was the investigation completed?
	Date:
	Time:

	What caused the injury?



	Was equipment involved in the incident?   |_| Yes   |_| No

	If Yes, what type of equipment was involved?


	If Yes, was the equipment functioning properly?     |_| Yes   |_| No

	Was SOP followed?    |_| Yes   |_| No
	Was equipment checked before start of shift?   |_| Yes   |_| No

	Did Associate seek medical treatment?   |_| Yes   |_| No

	If YES, where?
	When?

	Was the Associate paid in full on the date of injury?   |_| Yes   |_| No 

	Did the Associate sign a Medical Waiver?    |_| Yes   |_| No

	Was any other action taken other than the associate seeking medical treatment or signed Medical Waiver and return to work?   |_| Yes   |_| No

	If YES, what action was taken?


	Who was originally notified of the incident?

	Who from the client was involved in the accident investigation?

	Where did the incident occur?

	Where was the Associate at the time of injury?

	How did the incident occur? 
Please explain how the incident occurred in detail including the process Associate was involved in at the time of injury and draw a diagram (if applicable) of the area where employee was injured. 
  








	Please explain in detail how this incident could be prevented from occurring again?



	Were there any witnesses to the incident?     |_| Yes   |_| No
* If Yes , please have witness(s) complete the attached Witness Statement(s) accordingly.


	If applicable, have you attached witness statements to the Injury Report?   |_| Yes   |_| No
* If you do not have any witnesses please do not include a blank witness statement with the Injury Report.


	Name of Person Completing Report:

	Title:
	Phone #:

	Signature:
	Date:



Injury Reports must be sent to the Risk Management Department within 24 hours of the incident.


Please include the following information with the Report of Injury:

· Injury Timeline of Events
· Witness Statement(s )– Only If Applicable 
· Drug Screen Results
· Physician Notes
· Pictures
· Transitional Duty Agreement
· Transitional Duty Job Offer

	WITNESS STATEMENT

	TO BE COMPLETED BY COMPANY

	Name of Witness:
	Date of Report:

	Employed By:

	Name of Injured Associate:

	Date of Injury:
	Time of Injury:

	What is your relation to the injured associate?

	How long have you known the injured associate?

	DID you actually SEE the incident?
	|_| Yes
	|_| No

	Write Associate’s statement as they give it.  Do not erase anything just put a line through it and go on.  Once completed read back to witness to ensure information is accurate.  Then have witness sign below. 










	List names of any other person who may have information regarding this incident:



	Witness Name:
	Witness Signature:

	Date:
	Phone Number:

	By signing, I am agreeing the statement above is accurate.   

	Name of Person Completing Witness Statement:

	Title:
	Phone #:

	Signature:
	Date:











INCIDENT REPORT TIMELINE OF EVENTS

Please complete the timeline of events beginning at the time of injury being reported to Company by the time the Incident Report was submitted to Risk Management.   

	DATE/TIME
	            LOCATION
	                               DESCRIPTION
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