SANITARY DISTRICT OF DECATUR

Supervisor’s Report of Injury and Accident Investigation
Name of Employee_________________________________________ D.O.B.___________________________________  





Dept._______________________ Job Title___________________________ How long employed___________________

Date and time of incident____/___/_____       _______ ___. M.

Part of the body affected______________________________ Nature of injury___________________________________

Was first aid rendered?_________  If “yes,” by whom?______________________________________________________

Did employee require a doctor’s care?___________  If “yes,” indicate doctor’s name_______________________________

Did employee require hospital care?____________  If “yes,” indicate hospital name________________________________

Was injured employee on any medication that might have affected job performance? _____________________________ 

If “yes,” indicate name of medication____________________________________________________________________

Was time lost beyond the date of accident?_____  If “yes,” last day employee worked? ___/___/___Returned? ___/___/___

Was there any work restriction imposed?_________________  If “yes,” please explain._____________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Did the reported injury occur in the performance of a job assignment?______________Work Order #__________________

What was the injured employee doing at the time of the accident?______________________________________________ 

________________________________________________________________________________________________

________________________________________________________________________________________________

Please describe what happened that led to the accident.______________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Please file this report, filled out as completely as possible, with the Director of Administration within 24 hours of the accident.
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Describe any hazards, unsafe conditions or unsafe acts that may have contributed to this incident. 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Were there witnesses to the accident?___________  List all  names_____________________________________________

________________________________________________________________________________________________

Were the witnesses consulted?_______ Were there any discrepancies?_________  If “yes,” please explain 

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

What are your recommendations to prevent a similar incident from occurring?____________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________








Signature of Supervisor








__________________________________








Date:______________________________

Follow up:  Safety Committee Recommendations

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Original to Insurance File

Copy to  M. Cherry, K. Newton 


Safety and Health Coordinator


Head of Employee’s Dept., Employee’s Supervisor
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