INCIDENT REPORT FORM

· This form to be completed for all job-related injuries or illnesses – regardless of extent.

· Must be completed by supervisor within 24 hours of incident

· SAIF Coordinator must receive notification within 24 hours of all incidents. 

IF EMPLOYEE RECEIVES MEDICAL TREATMENT OR MISSES TIME FROM WORK, A WORKERS’ COMPENSATION CLAIM - FORM 801 MUST BE COMPLETED AND SENT TO THE SAIF COORDINATOR WITHIN 24 HOURS.

Name ________________________________________________________________
Job Tile _________________________________

First


Middle


Last








     AM



     AM

Date of Injury:


Hour:

     PM
Time Left Work:

     PM
Date of Birth:


Department Name


Name of Supervisor
Date Reported to Supervisor

Exact Location of Accident:


Name of Witness:

Describe Accident (What was injured worker doing; what objects, machines o materials were involved):

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

Regular Days Off
Working Shift                         AM                                  AM

                                                PM      to                          PM

Employee Signature: ________________________________________________________ 
Date:  ___________________________

ACTION


BODY PART INJURED



NATURE OF INJURY

( First Aid Case Only

( Head

( Face

( Eye

( Abrasion
( LaceratioN
( Puncture

( Required Doctor’s Care
( Neck

( Back

( Chest

( Bruise         
( Fracture     
( Burn 

( Hospitalized


( Arm

( Hand

( Finger
( Sprain/Strain
( Foreign Body
( Poison Oak

( OSHA Notified


( Leg
   
( Knee   

( Ankle 
( Cold Injury 
( Heat njury
( Dematitis

( Time Loss


( Foot

( Toe



( Loss of 
( Occupational

( No Injury/Near Miss

( Other _____________________________________ 
    Conciousness 
    Illness












( Other ________________________________________

Additional Notes



sUPERVISOR’S INVESTIGATION OF CAUSE (CHECK ONE OR MORE)

If employee admitted to hospital, OSHA must also be contacted within 24 hours. This is a supervisor’s responsibility – Call OSAH at 776-6030.
Did you personally view the incident site?     (Yes     ( No


Employee Category     ( Faculty     ( Staff     ( Student

            UNSAFE ACTS





     UNSAFE CONDITIONS

· Operating without    authority
· Horseplay
· improperly guarded equipment or  machine
· inadequate warning system

· Failure to warn others
· Failure to use personal protective devices
· defective tool or equipment
· hazardous storage or arrangement

· Operating or working at unsafe speed
· failure ot observe safety regulations
· poor housekeeping
· hazardous dress or apparel

· making safety devices inoperative
· lack of training or knowledge
· improper lighting
· Hazardous work procedure

· failure to secure objects
· preventable vehicle accident
· improper ventilation (dust, fumes, etc.)
· hazardoues weather or environment

· using unsafe equipment or equipment unsafely
· slips and falls
· unsafe design or construction
· contact with poisonous plants, insects, toxic 

· unsafe loading, mixing, carrying
· failure to lock out/tag out 
· slippery or other unsafe surface
        chemicals, skin irritants,        

        bites, ect.

· taking unsafe position or posture
· other:

_________________________________

· other:

_________________________________

· REASONS FOR UNSAFE ACT (must be completed by Supervisor)
________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

· REASONS FOR UNSAFE CONDITION 
(Must be completed by Supervisor)
________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

· WHAT PRACTICAL CORRECTIVE ACTION WILL BE TAKEN BY SUPERVISION TO PREVENT RECURRENCE? (Must be completed by Supervisor.) Note: The wording “be more careful” is unacceptable, as it does not present a viable solution. If the cause is properly identified, there should be several solutions.
________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

SUPERVISOR’S SIGNATURE _______________________________________________
DATE ___________________________

MANAGEMENT REVIEW SIGNATURE ______________________________________
DATE ___________________________

( CHECK IS SAIF FORM 801 WAS COMPLETED. (801 MUST BE COMPLETED AND RECEIVED BY THE SAIF  

    COORDINATOR WITHIN 24 HOURS)

( CHECK IF YOU BELIEVE THIS INJURY IS NOT WORK CONNECTED AND REPORT TO YOUR SUPERVISOR. 
SUPERVISORS MUST COMPLETE OTHER SIDE









