SUPERVISOR’S REPORT
OF EMPLOYEE INJURY

Name of Inured:

Date of Birth: Job Title:
Date of Injury: Time: am
Date Reported: Time: am

Accident Location:

Nature of Injury:

Name of Medical Facility:

Did Injured Leave Work: Date: Time:

Did Injured Return to Work: Date: Time:

Describe How Accident Occurred:

Names of Witnesses:

What Steps Have Been Taken to Prevent Similar Accident:

Supervisor’s Signature: Date:

Employer:
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