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Employee Involved:      
Job Title:                                                          







        


  Date of



    AM    PM
Dept./ Division:      
Shift:      
Injury/Accident:
     
Time:       
 FORMCHECKBOX 
     FORMCHECKBOX 


Day of the Week:      
Date Reported to Supervisor:        


      Yes  No

Was first aid given?  FORMCHECKBOX 
   FORMCHECKBOX 
 
By whom, what?      
 Yes  No



       

Yes   No

Was employee sent to a medical facility?  FORMCHECKBOX 
   FORMCHECKBOX 
      Did employee lose time from work?  FORMCHECKBOX 
   FORMCHECKBOX 
     How many days?      
Treatment Facility:       
Address:      
Witness(es) Name & Phone #:      
City Vehicle Number:      

Exact location where injury/accident occurred:      
     

Equipment or action causing injury/accident (give details):      
     

What happened (give details of injury/accident):      
     

Why did it happen?      
     
Yes  No

Are you aware of similar accidents happening to other employees?  FORMCHECKBOX 
   FORMCHECKBOX 
  Who/When?      
Yes  No

Has previous training been given to this employee to avoid this type of accident?  FORMCHECKBOX 
   FORMCHECKBOX 

If yes, by whom and when?      

Corrective action(s) to prevent recurrence and/or training recommendations:      
     

Corrective supervisory action taken:      

(If more space is needed, print the report and write on the back)

Completed by: 


(Supervisor)

       









(Title)






(Date)

Reviewed by:  










(Department Director or Superintendent)
(Date)

1-RM-4a

11/00

SUPERVISOR’S INCIDENT INVESTIGATION REPORT





RISK MGMT. DEPT. USE ONLY


cc:         Work Comp. Insurer


              Finance Dept.


              City Attorney’s Office


              Casualty / Property Insurer


              Motor Pool





Supervisor is to complete this report within 3 business days of the incident and submit it to the Department Director or Superintendent for review and signature.  Then forward it to Risk Management.








