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SAINT MARY’S COLLEGE

INCIDENT REPORT
IMPORTANT INFORMATION:   The following information relates to the attached incident report.  In order to accurately record this incident, we must be advised of any treatment received on the day of injury.  Any treatment after the initial date of injury, must be authorized in advance by the Human Resources Office.

If medical attention is authorized, you are NOT to use your health insurance card or prescription card.  Authorization and scheduling of appointment must be handled by Human Resources. You will be advised at that time how to submit expenses.  Lost time from injury/illness or for medical appointments must be recorded on your time card or absence report.  Human Resources needs to be advised of these appointments and lost time so that you will be paid appropriately.

Prescriptions may be filled at Walgreens at no cost to you.  They will bill the College.  Other pharmacies may require you to pay out of pocket. You will then need to turn in receipt to Human Resources to be reimbursed by insurance company.

Incident Reports must be completed and delivered to Human Resources within 24 hours of the incident.  If you have any questions, please contact Human Resources at 284-4542.

EMPLOYEE IS TO KEEP THIS COVER SHEET

INCIDENT REPORT

The following section is to be completed by the employee reporting the accident/injury.  This report needs to be prepared and delivered to the Human Resource Office immediately after an incident occurs regardless of if medical treatment is necessary.  Please fill out completely. 

* * EMPLOYEE   SECTION * * 
PERSON INVOLVED:________________________________________________________________________________

(Last Name)        


(First Name)
(Middle Initial)

Social Security # _____________________________________ 
Date of Birth:
___________________________________
Work Phone:_____________________Occupation:______________________________Regular Working Hours: ______________
Exact Location of Incident:_______________________________________________________________________________________
Date and Time of Incident:




Date and Time Reported to Employer:
(_____/___/____)   (____________(__p.m.)(__a.m.)

(_____/___/____)   (____________(__p.m.)(__a.m.)

(Date)          

(Time)



(Date)         
 (Time)
Home Address/Phone: 


(Street)               



  (City/State)    
(Zip Code)     
 (Home Phone)

Name of Witness:
___________________________________________
********************************************************************************************

DESCRIBE EXACTLY WHAT HAPPENED, including the part of the body affected, and the kind of injury (bruise, sprain, cut, etc.) (facts; no opinions): 





Activity Engaged In:_________________________________ Work Process Engaged In:
______________________________________

Equipment/Material/Chemical Involved: ______________________________________________________________________________

Body Part Affected (be specific):____________________________________________________________________________________

Safeguards provided:___________________________________ Safeguards used:
_________________________________________

Did this injury/illness involve lost time from work? _____________If so, how much time was lost? (# of hours or days)
________________

Medical attention necessary?  YES / NO  Source of treatment:  ( Wipperman Occupational Health  (St. Joseph’s Reg. Med. Ctr. ER

Please give name of doctor: ___________________________ Describe treatment:
___________________________________________

NOTE: For non-emergency treatment, authorization & scheduling of appointment handled through Human Resources
_____________________    


_________________________________________________________________ 

(Date of Report)              




(Person Preparing Report)
********************************************************************************************


* * SUPERVISOR   SECTION * * 
To be completed by the supervisor.
What act of the injured or others caused or contributed to this accident?



Did an unsafe condition of plant or equipment cause or contribute to this accident?    YES / NO         If Yes, what condition:


What action have you taken or do you recommend to prevent a similar accident?



_______________________________
_______________________________________           

Date of Report


Supervisor's Signature                                                  Phone Number


OFFICE USE ONLY:
Employee Name:
  ___________________________________________

Job Title:
_________________________________________________

EE Status:  




Hire Date: ________________

Hourly Rate of Pay: ___________Average Weekly Wages:
__________

Marital Status:____________Dependants:_________________

Claim Number:______________________________

Lost time________ Medical Only:_______ No treatment:_____________

Number of lost days:______________

Number of restricted days:_____________

Check accruals, benefits and deductions if lost or unpaid time.

Notes:































Adjuster Name 




Phone 






Fax  






_1172917670.unknown

