INDUSTRIAL ACCIDENT REPORT

INSTRUCTIONS:

This form must be completed within 24 hours of all injuries or accidents.

1. Place curser on line and type, tab can be used the move from entry to entry. Use “x” for entry into check boxes.
2. Employee Information section must be filled out COMPLETELY.

3. All questions in the Medical Information section must be answered COMPLETELY, whether or not medical treatment is provided.

4. If no medical treatment was reported at the time of the accident, but is required at a later date, the Safety Services/Workers’ Compensation must be notified IMMEDIATELY.

5. Employee must email completed form to their supervisor. To email the form, simply click on “file”, choose “send to – Mail recipient”.  When exiting the form, do not save changes!
6. Supervisor must ensure that all areas of the form are completely filled out and also the “Supervisor Information” section at the bottom of the form. The supervisor must then email the form to their Supervisor or Battalion Chief and BSO, as well as to FD Industrial Injury.  To email the form, the document must first be saved in the Supervisors H: Drive.  Then, attach the document to an email addressed to the above recipients.  This form must be completed and distributed within 24 hours of the accident.
7. If an employee reports to Banner Occupational Health for treatment, he/she will receive a “Visit Summary for Employer” form which must be faxed to the Emergency Services Captain the day of treatment.  Fax to 480-644-5160.
NOTE: Also fill out “Infectious Exposure Form” & “Chemical – Biological Exposure Form” when necessary. Located on Fire Forms page.
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	Employee Information


Employee name      
Employee number      
R.C. number      

Work location/Station/Shift      
Job title      

 S.S. number      
 
Sex      
Home address      

Home phone      

Cell phone      
 Work phone      

 Birth date     

 Marital status      
	Accident Information


Date of injury      

Time         FORMCHECKBOX ___
 am   FORMCHECKBOX ___
 pm
Date employer notified      

Did injured leave work?      

Accident location/address      


Accident on city facility?      


Nature of Injury (cut, scratch, bruise, etc.)      

Fatal?      

Part(s) of body injured      



Side injured  FORMCHECKBOX ___
 Right  FORMCHECKBOX ___
 Left   FORMCHECKBOX ___
 Both

Employee’s normal work hours per day
 to      

Employee’s normal work-days per week      

Was employee on overtime when injured?      

What was employee doing at time of accident?      

Specify machine, tool, object or substance connected with accident      

If accident caused by non-employee give name and address      

How did accident happen? (state details):      
Unusual circumstances/conditions      

Witnesses      


	Medical Information


Was medical treatment given?  FORMCHECKBOX ___
 Yes   FORMCHECKBOX ___
 No Explain medical treatment or first aid given      
Attending physician - name and address      

If hospitalized - hospital name and address      

Date      
	Supervisor Information


Supervisor’s name      

  Emp. #      

  Date      
  Extension      


Accident was    FORMCHECKBOX ___
 Preventable    FORMCHECKBOX ___
 Non-preventable
Corrective action taken/recommendations to prevent similar accident      
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COMPLETE AND SEND THIS REPORT WITHIN 24 HOURS OF ACCIDENT. 





FATALITIES MUST BE REPORTED IMMEDIATELY
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