Work Injury Report

Fax 906-249-5438, email (mnachtman@tfhomes.org) or bring to Accounting/Benefits Manager within 24hrs of injury
Name of injured employee: _________________________________________________________________

Employee address: ________________________________________________________
Telephone #: ___________________

Employee date of birth: _________________  FORMCHECKBOX 
 Male  FORMCHECKBOX 
 Female   Social Security #: __________________

Date of injury: ____________________

Time of injury: ___________________

Time employee started work: ___________ 

Injured address/location: _________________________

Next scheduled work date/time: ___________________________


Notified supervisor name/date/time: _________________________________________________________
Client/Youth involved:  FORMCHECKBOX 
 No  FORMCHECKBOX 
 Yes        Client/Youth# or initials: ____________ (include incident report)
What was the employee doing just before the incident occurred? (Describe the activity, as well as the tools, equipment, or material the employee was using. Be specific)

_______________________________________________________________________________________

_______________________________________________________________________________________
How did the injury occur? (Examples “When ladder slipped on wet floor, worker fell 20 feet”; ‘Worker was sprayed with chlorine when gasket broke during replacement”)
_______________________________________________________________________________________

_______________________________________________________________________________________

Describe the nature of the injury or illness? ____________________________________________________

Part of the body directly affected by the injury or illness? _________________________________________

What object or substance directly harmed the employee? (Examples: concrete floor, chlorine, radial arm saw. If this question does not apply to the incident, leave it blank.)
_______________________________________________________________________________________

Other Staff or clients present: _______________________________________________________________
Medical attention:
  FORMCHECKBOX 
 scheduled by supervisor when: ______________________________  FORMCHECKBOX 
 declined by employee

Name of physician or other health care professional: _____________________________________________

Was employee treated in an emergency room:  FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no    Was employee hospitalized overnight as an in-patient:  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 no

Follow up @ Occupational Med when (if required): _______________________
Lost time return date: _______________________

If treatment was given away from the worksite, where was it given? (Include name, address, city, state and zip code of facility)
_______________________________________________________________________________________

_______________________________________________________________________________________

Supervisor signature: ______________________________________Date completed: _________________

Employee signature: ______________________________________Date completed: __________________
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