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Employee First Report of Injury
Submit form to Human Resources. Answer every question fully. Incomplete forms will be returned, delaying possible work comp benefits.
Section 1
	Employee Name
[bookmark: Text1]     
	Social Security Number
     

	Street Address
     
	City
     
	State
     
	ZIP
     

	Home Phone
     
	Birthdate
     
	Sex
     


Section 2
	Date of Injury
[bookmark: Text2]     
	Time
     
	Day of Week
     

	Incident Location
     
	Ward/House/Cottage (if applicable)
     

	Time Shift Began
     
	Did Employee Work Full Shift After Injury?
[bookmark: Check1][bookmark: Check2]|_| Yes	|_| No

	Date Injury First Noticed
     
	Date Employer First Knew of Injury
     

	Returned to Work
|_| Yes	|_| No
	Date
     
	Permanent Disability?
|_| Yes	|_| No

	When expected to return to work
     


Section 3
	Date of Employment
     
	Occupation
     

	How long in current position?
     
	Department
     


Section 4 Fill out each of areas below and be specific!
	Type of injury (e.g., sprain, burn cut)
     

	Body part involved (e.g., arm, leg, back)
     

	Cause of injury (e.g. fall, needle stick, restraining patient/client)
     

	Narrative – be specific
     

	If patient, student, or client involved, give patient, student, or client initials:
     


Section 5
	Was the injury due to failure to use safety/protective equipment?
[bookmark: Check3][bookmark: Check4]|_| Yes	|_| No


Section 6
	Marital Status:
|_| Single
|_| Married
|_| Divorced
|_| Separated
|_| Widow(er)



	Number of Dependents (not related to tax exemptions)

	
	65 or over
	Blind
	Number of Dependent Children
	Other Dependents
	Total

	Employee
	[bookmark: dep1]     
	[bookmark: dep2]     
	[bookmark: dep3]     
	[bookmark: dep4]     
	[bookmark: deptotal1]     

	Spouse
	     
	     
	     
	     
	     


Section 7
	Severity Index (check one category which best describes your treatment, if any)
|_| 1 – No injury
|_| 2 – Injury, no treatment required
|_| 3 – Injury, facility nurse or facility physician treatment
[bookmark: Text3]|_| 4 – Injury, personal physician treatment
Staff name:      
[bookmark: Text4]|_| 5 – Injury, treatment at medical facility required
Facility name:      

	Comments to prevent or alleviate future accidents:
[bookmark: Text5]     



	Employee Signature
	Date/Time
[bookmark: Text6]     

	Supervisor Signature
	Date/Time
     

	Witness
     
Address:
     
	Physician
     
Address:
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