Employee Injury Report

Employee Name & Dates

first initial iast

‘Name,
‘print

Timereported | iReportedtowhom . Began work

Incidentdate . [Timeofincident . Date reported

0AM DAM: | OAM
DPM; DPM! L OPM
Medical Treatment
What treatment [ |Off-site (cinic,ety Complete all [ |No Medical Care Provided
has the injury sections of this Compilete all sections of this
required ? [ |On-site (arstaigy  injury report injury report except 1 & 2
1. Employee Information wedica! Treament Only
Home o Work E
jaddress location
‘city, ‘work
State, ZIP j2ddress
Home city,
phone  ( ) ‘I State, ZIP |
Cell Work |
phone ( ) Phone )
Date ofhire | Jobtite  shift | [Shift Supervisor ~ 1 {Union i
DéteofB:r;th Gender iyDependents 1 [Marital status Language Social Security
: 0 Male (number) [ Single [ Divorcedi i(best) - -
. DO Female ! O Married [0 Widow

2. Injury Medical Treatment Only

Describe the injury

What caused the injury (chain, conveyor, tray, etc)

Have you been treated for a work-related injury
within the last year 7

If YES, explain

Leftfoot’ RightToet
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3. Location allisjury Repons

oo {1 Customer
Location "

or dept. L Depot
Station 0 Retail
Supv.

Name {1 Warehouse
Supv. .
Phone EXT. [ Vehicle

Neme of
location

‘Supv. or
‘contact
Address

State, ZIP

Phone

4. What Happened  Aiiinjury Reports

Right before

the accident

2 Describe the
accident

3 Drawing &
other notes

5. Witnesses Al injury Reports

Who were you
working with ?

Witness 1

Contact

Contact

6. Signatures Allinjury Reports

Employee

(print) Signature Date
;f“S“JEéF/Ts“gF_WW Date
i(print) Signature Revd.
IField Safety Date
IMgr. _(print) Signature Revd.

Employee Injury Report
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Supervisor's Accident Addendum

(Personal Injury or Vehicle)

Site Code: Dept. Code:

NCCI Code:

Employee Iinformation

first middie initial last
Name,

print

Incidentdate - |__|Injury
‘ [ vehicle Accident

‘Usual occupation . Occupation at time of incident

‘Commission |
. [OYes

OFulltme
F 0 Part time
per . DOther

‘Hours per day Date reported  [Time

0AM.

Sun | Mon| Tue | Wed| Thu{ Fr | Sat

0 PM:
iAgree with
employee [0 Yes

statement (1 NO (note why)

Photos
OYes ;
_ONo

f{epor‘tedtowhbm e o

Medical treatment

00 Hospital
0O Emergency room

0 None 0 Clinic
0 First aid

[ Transportation to medical facility
I [0 Ambulance 0O Employee drove self
| O Driven by:

Name s

‘Date of initial treatment

facility

:Address

City, state; ™
ZiP

What Happened

How did you

1 become aware
of the accident

Employee stated that:

2 Employee’s
Statement

When:

Immediate
3 Temporary

By Who:

Control

Signatures

(print)

Signature

Date

eld Safety |

Signature

Date

\Mgr. (print)
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Incident Witness Statement

Incident identification

If the incident involves a
‘person, print the name.
If not, describe incident.

{ For Example: name (employee or customer), “thefi at store ___", "storm damage at depot __"etc.) | [|ncident date |

What happened

Right before

the incident

How did you

become aware
of the incident

Decribe the

incident

Drawing &
other notes

Far more room,
use the back or
attach a sheet

Witness information

Name
{print)

Address

Signature

City,
State, ZIP

%Date and time
iof statement

Date

Time

0 AM
0o PM

Phone

Is the witness
writing this
statement ?

0O Yes
0 No

If not,
who is writing
the statement

Print name

Signature

Field Safety
Magr. (print)

Signature

Date

Incident Witness Statement
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Confidential Physician's Report

facility information

Facility Address
Name U
Facility City,
Phone ( ) ‘State, ZIP ;
This certifies that has been under my care
Medical facility information
Facﬂity ) Addre;s “
Name e
e
{State, ZIP

Primary Diagnosis Estimated length of disability

From To
/ / / /
Date first consulted for this condition Time of visit
0 AM
/ / O PM

Return to work status

0 Regular duty, no further treatment and no restrictions

0 Estimated time lost
First Day / /

O Restricted (Light Duty) from / / to / /
Work restricted to the following:

Date to return to work / /

o Estimated return to regular (full) duty

Special instructions to patient

Signatures

Physician's name
{please print)

Date Phone
[ / ( )

| authorize any physician, hospital or other medical provider to release to the above named IBC facility or its representative, any information regarding my medical history,
symptoms, treatment, medication, examination resuilts or diagnosis. A photocopy of this authorization shall be considered as effective and valid.as the original. | understand
that | have a right to receive a copy of this authorization and copies of my work related medical records. Additionally under the HIPAA rules and regulations the requestor
has my specific permission to discuss my medical condition or obtain verbal information regarding my medical condition for the duration of my workers' compensation
claim.This authorization is to be valid for the duration of my workers’ compensation claim. | understand | may obtain a copy of the records at my request

Employee's signature Employee print name Social Security

Physician's signature
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