[bookmark: Text2][bookmark: _GoBack]     SCHOOL DISTRICT
Employee Accident/Injury/Illness Investigation
SUPERVISOR’S REPORTIf you fill this form out on your computer, ensure you rename it and save it each time.

	Name of injured/ill employee
	[bookmark: Text1]     

	Job title
	     
	WK Phone
	     
	HM Phone
	     

	Location of incident
	     

	Date of incident
	     
	Time of incident
	      (am/pm)
	Time began work
	     

	Incident reported to
	     
	Date reported
	     

	[bookmark: Check1][bookmark: Check2]Unable to work for at least one full day?     Yes |_|  No|_|
	Date last worked
	     

	Still off work?  Yes |_|  No|_|
	Date expected to return to work
	     
	Date returned
	     

	Body part(s) injured or nature of illness
	     

	Name of medical facility/physician seen
	     

	Describe how incident occurred (ensure you state the specific activity employee was performing)

	     

	Equipment/materials/chemicals employee was using
	     

	Others injured or ill (names)
	     


NOTE: Any employee who makes or causes to be made any knowingly false statements or material representation for the purpose of obtaining Workers Compensation benefits is guilty of a felony.
SUPERVISOR’S SIGNATURE_______________________________________DATE______________________________

ADMINISTRATOR’S REVIEW
Each accident/illness must be investigated. Return this form to the district office within TWO DAYS of any accident

	Have you thoroughly investigated this incident with the employee or supervisor above?
	  Yes |_|  No|_|

	Has this report been completed fully and accurately?
	  Yes |_|  No|_|
	If not, enter comments below:

	     

	What do you feel was the immediate cause of the incident?

	     

	Other contributing causes (ex: Inadequate instructions given to employee, lack of training/skills, improper procedures, no protective equipment, environmental- heat/cold/ice, poorly maintained equipment,  etc) 

	     

	What corrective action has been taken to prevent similar accidents?

	Immediate
	Long term

	     
	     



ADMINISTRATOR’S SIGNATURE____________________________________DATE______________________________
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