	EMPLOYEE STATEMENT OF INJURY/ACCIDENT

	Last Name:
	Middle Initial:
	First Name:

	Street address: 
	City
	State
	Zip

	Phone:
	Soc. Sec. #:
	Sex: M__F__
	Age

	Date of Birth:
	Marital Status: S__M__
	No. of Dependents:
	

	Job Title:
	Date of Hire:
	Assigned Shift:
	

	Hours Worked per Day:
	Days Worked per Week:
	Hourly Wage:
	Annual Salary:

	Date of Incident:
	Time of Incident:         _________AM/PM
	Where Incident Occurred:


Describe how the incident occurred: ________________________________________________
____________________________________________________________________________________________________________________________________________________________
Witness Name(s): _______________________________________________________________
______________________________________________________________________________

Describe your Injury:____________________________________________________________
____________________________________________________________________________________________________________________________________________________________

Have you ever injured this part of your body before? ___________________________________

If yes, when: ___________________________________________________________________

Do you intend to seek medical treatment?  If yes, name and address of physician:

____________________________________________________________________________________________________________________________________________________________
To whom did you report this incident? 

Name/position: ______________________________   Date reported: __________________

Do you have concurrent employment?    
Yes____  No____
If yes, name and address of concurrent employer: _____________________________________ ______________________________________________________________________________

Type of employment :____________________________________________________________

Hourly Rate of pay at concurrent employer:_______________  Weekly Wage:_______________

The facts set forth above are true and complete.  I understand that false statements on this form shall be considered sufficient cause for dismissal.

Employee Signature:________________________________Date:________________________

HR Representative Signature:_________________________Date:________________________ 

FORM TO BE COMPLETED BY EMPLOYEE
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