	
EMPLOYEE INJURY REPORTtc \l1 "EMPLOYEE INJURY REPORT


	PROPERTY:
	LOG NUMBER:




	EMPLOYEE NAME:




	HOME ADDRESS:
	PHONE NUMBER:




	CITY:


	STATE:
	ZIP CODE:


	JOB:


	GENDER:  


 MALE     FEMALE
	DATE OF BIRTH:


	DATE OF HIRE:


	DATE OF INJURY:
	TIME OF INJURY:


	DID THE INJURY OCCUR ON COMPANY PROPERTY?                                        


 YES                  NO

	WHERE EXACTLY DID THE INJUR OCCUR?  PLEASE BE SPECIFIC:

                                                                                                                                                                                                                         

	NATURE OF THE INJURY (CUT, BRUISE, ABRASION, ETC...)                                                                                                                              

                                                                                                     

	DESCRIBE HOW THE INJURY OCCURRED.  PLEASE BE SPECIFIC:                                                                                                                     

                                                                                                    

	SPECIFY THE MACHINE, TOOL, SUBSTANCE OR OBJECT CONNECTED WITH THE INJURY:                                                                                                                                                                                                                                                                                                     

                                               

	IF THE INJURY REQUIRED MEDICAL TREATMENT, WHICH MEDICAL CLINIC DID THE EMPLOYEE GO TO?                                                             

                                                                                                      

	WHO WAS NOTIFIED OF THE INJURY AND HOW?  IF SO, WHEN AND BY WHOM:                                                                                                                         

                                                                             

	WAS THE INJURED EMPLOYEE GIVEN A CLAIM FORM FOR WORKERS COMPENSATION (DWC1)?


 YES                  NO 

	


	COMPLETED BY: 

 
	DATE:


