
EMPLOYEE’S STATEMENT OF INCIDENT 
(To be completed by injured employee) 

Employee must complete all questions in own handwriting. (Use another sheet, if more space is needed.) 

Name:  ________________________________________ Phone Number-Day: __________________________ 
Address: _______________________________________ Phone Number-Night: _________________________ 
City: ___________________________________________ State: ________ Zip Code: _______________ 

Supervisor: ____________________ 

___________   AM [  ] PM [  ] 

Department: _____________________ Job: ______________________ 

Date & Hour Injury Occurred:         ______________ 

Where did this occur: 

Date & Hour You Notified Employer:        ______________ ___________   AM [  ] PM [  ] 

Reported to Whom: ______________________________  Names of Witnesses: _________________________ 

Explain exactly what happened:  

Your suggestion on how to prevent a similar future incident

If injured, complete the remainder of the form. If not injured, sign and date at the bottom of the form. 

Describe the nature of all injuries, identifying the parts of your 
body that were injured; please circle parts of body injured on 
diagram. 

What personal protective equipment were you using?   

Describe anything you were doing differently than usual. What were you doing at time in injury?    

Have you had complaints to the same part of the body in the past?  

Date & Time you first saw doctor:  ______________ ___________   AM [  ] PM [  ] 

Names of all doctors you have seen for injury:  

First full day/shift missed due to this injury: ______________ ___________   AM [  ] PM [  ] 

I have read the above statement and it is true and complete to the best of my knowledge. 

Date: __________________________________

Revised 4-2024

Employee’s Signature: ____________________________________ 


	Name: 
	Phone NumberDay: 
	Address: 
	Phone NumberNight: 
	City: 
	State: 
	Zip Code: 
	Department: 
	Supervisor: 
	Job 1: 
	Reported to Whom: 
	Names of Witnesses: 
	diagram 1: 
	What personal protective equipment were you using 1: 
	What were you doing at time in injury 1: 
	Describe anything you were doing differently than usual 1: 
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Have you had complaints to the same part of the body in the past 1: 
	Time 1: 
	Check Box9: Off
	Check Box10: Off
	Names of all doctors you have seen for injury 1: 
	Time 2: 
	Check Box11: Off
	Check Box12: Off
	Your suggestion on how to prevent a similar future incident 1: 
	Explain exactly what happened 1: 
	Where did this occur 1: 
	Time: 
	Date1_af_date: 
	Time 4: 
	Date2_af_date: 
	Date3_af_date: 
	Date4_af_date: 
	Date5_af_date: 
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box49: Off
	Check Box50: Off


