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NOTE: This report must be completed if injuries result in time away from work beyond the day of injury.

SUPERVISOR’S ACCIDENT INVESTIGATION REPORT
Employee Information

Name:      
Department: 
      

Occupation/Title:      
E-mail address:      
Phone:      
Has the employee sought medical treatment?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     Dr. name:       
If the employee has lost time from work:  Last day worked:      
 Expected return date:      
Incident Information 
Date of Incident:      
Time of Incident:      
Exact Location of incident:     
Describe clearly how the incident occurred:     
What acts, failures to act, and/or conditions contributed most directly to this incident?       
What are the basic or fundamental reasons for the existence of these acts and/or conditions?        
What action has or will be taken to prevent recurrence of this type of incident?     
What did each co-worker/witness say about the incident? (If necessary, attach additional sheets)     
If pain gradually occurred, how does the employee relate this problem to work?     
Have other employees had injuries, accidents, or near misses at or near this job site?      
If so, when, where, and how are they related to this incident?      
Supervisor’s Information
Supervisor’s Name:     


 E-mail address:     


Phone:     
Dean/Director’s Name:      

 E-mail address:      


Phone:      
___________________________ Date: _____  
__________________________ Date: _____

Supervisor’s Signature and Date
 Reviewing Dean/Director’s Signature 

