
ACCIDENT / INJURY INVESTIGATION REPORT
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TO BE COMPLETED BY SUPERVISOR FOR EMPLOYEE INJURY / ILLNESS
(attach additional information if necessary)

Time employee's work day began A.M. P.M.

Evaluation of how accident 
occurred / contributing factors

Possible Preventative Actions
(actions that have been / will be 
taken to prevent recurrence)

Signature of Supervisor Date

FOR HUMAN RESOURCES USE ONLY
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	Employee: Off
	Student Worker: Off
	Student: Off
	Visitor: Off
	Volunteer: Off
	Date of Report: 
	Time of Report: 
	AM: Off
	PM: Off
	Name of Injured: 
	undefined: Off
	Permanent Address: 
	State: 
	Zip: 
	Date of Birth: 
	USI Employee ID: 
	Telephone Home: 
	Telephone Work: 
	Department: 
	Number of hours scheduled to work per week: 
	Names of Witness: 
	Telephone Home_2: 
	Telephone Work_2: 
	Date of Accident: 
	Time of Accident: 
	AM_2: Off
	PM_2: Off
	Location of Accident: 
	eg  strain laceration: 
	eg  slipfall  lifting: 
	Part of Body Affected: 
	How did Injury Occurr: 
	sought If so where: 
	Date: 
	Lost Time: Off
	City: 
	Job Title: 
	Signature of Injured Person: 


