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EMPLOYEE’S REPORT OF INJURY






If you are injured on the job, please complete both pages of 







this report immediately and submit them to your supervisor.

	Information About You
	
	

	
	
	

	Your Name:
	

	
	
	

	Address:
	

	
	
	

	Phone #:
	
	Job Title:
	

	
	
	
	

	Name of Program/Location:
	

	
	
	
	

	Marital Status:
	
	Sex:      FORMCHECKBOX 
 F      FORMCHECKBOX 
 M
	Height:
	
	Weight:
	

	
	
	
	

	Children under age 18 (sex & age):
	

	
	
	
	

	Other Employment:
	

	
	
	
	

	Information About Accident
	
	
	

	
	
	
	

	Date of Accident:
	
	Time:
	

	
	
	
	

	Place of Accident:
	

	
	
	
	

	What were you doing before the accident?
	

	
	
	
	

	

	
	
	
	

	What happened?
	

	
	
	
	

	

	
	
	
	

	Witnesses, if any:
	

	
	
	
	

	Who did you report the injury to?
	

	
	
	
	

	Information About the Injury
	
	

	
	
	
	

	What part of your body was injured? (please be specific, i.e. left arm, right arm)
	

	
	
	
	

	

	
	
	
	

	Any other part or parts injured?
	

	
	
	
	

	What kind of injury (strain, cut, broken bone)?
	

	
	
	
	

	

	
	
	
	

	Exact location of pain(s):
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	Information About Treatment
	
	

	
	
	
	

	What doctor is treating you (name, address, phone #)?
	

	
	
	
	

	

	
	
	
	

	Who is your family doctor?
	

	
	
	
	

	What clinic is treating you?
	

	
	
	
	

	What hospital is treating you?
	

	
	
	
	

	What treatment are you getting (medication, physical therapy, rest, etc.)?
	

	
	
	
	

	

	
	
	
	

	Has the doctor told you to be off work?
	

	
	
	
	

	General Information
	

	
	
	
	

	Have you ever injured the same part of your body before?
	

	
	
	
	

	Explain:
	

	
	
	
	

	Have you ever injured any other part of your body before?
	

	
	
	
	

	Explain:
	

	
	
	
	

	Do you have any serious illness (diabetes, high blood pressure, etc)?
	

	
	
	
	

	Explain:
	

	
	
	
	

	Have you understood the questions you have answered?
	

	
	
	
	

	
	
	
	

	Signature of Person Completing Form:
	
	Date:
	

	
	
	
	

	School Nurse’s Signature (optional):
	
	Date:
	

	
	
	
	

	Supervisor’s Signature:
	
	Date:
	

	
	
	
	


IMPORTANT:  If you require medical treatment for an injury sustained on the job, be certain to inform the treatment provider that you were injured at work and that it is a Workers’ Compensation claim.  DO NOT attempt to use your SASED health insurance at the time of treatment and DO NOT make a claim through your insurance plan.  The claim will be denied since the injury occurred on the job.  Most treatment centers will bill SASED directly for their services.  However, if you are charged for any medical treatment as a result of your injury, submit the bill and receipt to the Human Resources Department for processing through Workers’ Compensation channels.
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