MANAGER/AREA MANAGER/SUPERVISOR INJURY REPORT

TYPE OF INCIDENT: |:|Physical Injury |:|Property Damage |:|Other (specify):
TEAM MEMBER NAME: JOB TITLE:
Date of Incident: Time of Incident: dam Cpm Date & Time Reported:

Place of Incident (address, worksite, etc.):

Team Member Status: CJrull Time |:|Part Time Date of Hire: Pay Rate: $ per

How Many Hours per Day & Days per Week was the Team Member Hired to Work? Hrs/Day Days/Week
How Many Hours per Day & Days per Week is the Team Member Currently Working? Hrs/Day Days/Week
DESCRIPTION

Did you personally witness the incident? DYeS |:|No (If No, how did you learn of the incident? Briefly Explain)

To the best of your knowledge, how did the accident/exposure/injury occur? (Object, Activity, or Substance Involved?)

List Witnesses and Contact Information below. (If a Third Party was invovled in the incident, list Name, Address, License, and Insurance Information.)

Please explain any other contributing factors (i.e., To your knowledge did the Team Member have a pre-existing injury?)

INJURY/DAMAGE:
IF TIME LOST OR MEDICAL TREATMENT REQUIRED, NOTIFY HUMAN RESOURCES IMMEDIATELY
Team Member injury involved? I:lYes I:lNO

Specify body part(s) injured/exposed & type of injury/exposure (e.qg., Back Strain, Blood in Eye):

Was there property damage involved? |:|Yes |:|No (If Yes, describe damage)

Was First Aid given? I:lYes |:|No Was Medical Treatment given? DYes |:|No Was there any Lost Time? |:|Yes |:|No

DISPOSITION
|:|Sent Back to Work |:|First Aid Required |:|Sent to Healthcare Provider |:|Sent to Hospital
Date & Time Team Member left work: Oam |:|pm
SUPERVISOR NAME (Type): SUPERVISOR SIGNATURE: DATE OF REPORT:

PROVIDE COMPLETED REPORT TO HUMAN RESOURCES

REVISED 10.11.2023
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