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Today’s Date

Please print or type in black ink. This report must be completed within 24 hours of the illness, injury, or
incident and forwarded to Human Resources, 301 University Blvd., Route 0985, Galveston, TX 77555-0985.

Section 1. To be completed by Employee.

Name of Injured

Sex

Social Security Number

DOB

Marital Status

[ single [ Married []Divorced []Widowed

Spouse’s Name (if applicable)

# of Dependent Children

Home Address

City

State

Phone

(

County of Residence

)

E-mail address

Date of Hire

Employee’s Occupation

Length of Service
Years

Department and Extension #
Months

Date of Incident

Time of Incident

Oam[dpPM

Date Reported

Job Task at Time of Incident

Employee was Working
[ Alone

[ with fellow workers
[] other

Employment Category
[ Regular full-time

[ Regular part-time

[ Per diem

[ Contract
[ Temporary
[] Non-employee

Experience in Occupation at Time of Incident
[ Less than 1 month
[] 6 months to 1 year
[1 5 or more years

[ 1 to 5 months
[ 1to less than 5 yrs.

Phase of Employee’s Workday at
Time of Injury

[ During break period

[] During meal period

[1 Entering or leaving building
[J Working overtime

[ Performing work duties

[ other

Specific Location of Incident

[ office [ stairs

[ Restroom [] Elevator
[J Home visit [ Lobby
[J Parking area  [] Vehicle
[ Hallway [ sSidewalk

[] Photocopy room
[] Break room

[] office grounds
[] Meeting room
[ other

Witness(es)
1. Name

Phone#

2. Name

Phonet#t

Employee’s Description of Incident (If additional space is needed, attach separate sheet of paper.) Please print.

Employee’s Signature

Date

Section 2. To be completed by Supervisor.

Incident occurred on Severity
employer’s premises? L1 Yes I No [J No apparentinjury ~ [] Medical treatment  [] First Aid
Employee sent to [J Hospital  [] Doctor O Fatality [ Lost work days [ other
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Supervisor's Description of Incident

Supervisor’s Signature

Date

Witnessed Incident? [] Yes [ No

Name and Address of Treating Physician

Name and Address of Hospital

Disposition

[ bays away from work #

[ Restricted work days #

Phone Phone #

[ Date returned to work / /

What condition of tools, equipment, or work area contributed
to incident? [] Not applicable

What caused or influenced substandard conditions?
[] Not applicable

[ Hazardous placement [ Inadequate guards/barriers
[ Floors/Work space [ Defective tools/equip/vehicle
[ Inadequate ventilation [ Equipment/workstation design
[ llumination [ Inadequate/improper PPE
[ Equipment failure [ Close clearance/congestion

[ Inadequate housekeeping [ Inadequate warning system

[J Abuse or misuse [ Inadequate purchasing

[ Inadequate maintenance [ Improper work surfaces
[ Lack of knowledge/training [ Inadequate guards/barriers
[ Inadequate supervision [ Defective tools/equip/vehicle
[ Inadequate tools/equip/mat. [ lumination

[ Improper motivation [ Inadequate/improper PPE

What action or inaction contributed to the incident?
[1 Not applicable

Preventive measures recommended
[1 Not applicable

[] Failure to make secure [1 Under influence drugs/alcohol

[] Used equipment improperly [] Operating procedure deviation
[ Improper loading [ servicing/operating equipment
[ Improper technique [ Running/rushing/acting in haste
[ Failure to warn/signal [J Used wrong tool/equipment
[J Used defective equipment [ Inadequate/improper PPE use
[ Improper lifting [] Operating at improper speed
[ Nullified safety/control devices
[1 None

[ other

[J Unauthorized actions
[1 Improper position
[ Horseplay/distractive

[ Improve enforcement [ complete task analysis

[ Repair/replace equipment [ Use other materials/supplies
[ Identify/improve PPE

[ Improve design/

[ Installirevise guards/devices
[ Reassign job of employee

construction [J Mandatory pre-job instructions
[ Improve illumination [ Improve/change work method
[ Re-instruction of employee [ Task analysis/procedure
[ Rotation of employee revision
[ Improve ventilation [J Improve storage/arrangement

[ Corrective counseling [ Improve clean-up procedures

action [ Eliminate congestion [ other
Probability of recurrence Loss severity potential
[ Frequent [ Occasional [ Rare [ Major [] Serious [ Minor
Specific corrective actions or preventive measures taken
Corrective Action Taken Person Responsible Target Date Date Completed
Supervisor’s Signature Date HR Representative Signature Date




