Supervisor’s Report of Employee Injury, Illness, or Near Miss
This form should be completed by supervisory/management staff to report all incidents, injuries, or illnesses sustained by agency staff.  This form should also be completed to document any “near miss” situations.  After completing this form, it should be attached to the “Employers Report of Occupational Injury or Illness” (Form 5020) and sent to the Workers’ Compensation Claims Administrator.

Agency Name:












Employee Name:



        
                                                  Age:


Department:







Job Title:



Time in Current Position: 


  
Date of Hire:




Employee Status: 
Full Time  (
Part Time  (
Seasonal  (
Volunteer  (  
Date of Incident:




Time of Incident:





Supervisor’s Name:





 Telephone Number:



Was the employee injured?
(Yes
(No

Did the employee leave work?
(Yes
(No

Was this a “first aid only” incident?
(Yes
(No
What type of Illness/Injury was sustained by the employee and what body part was involved? (cut to left index finger, low back strain, burn to right leg, etc.)

Did you provide the employee with a DWC-1 Claim Form? 
(Yes
(No
If YES, when?
Date/Time:



Names of Witnesses:

Name








Telephone Number
1.
Describe fully and as with as much detail as possible, where the incident occurred (facility, department, office, workstation, if outdoors). Was equipment or property damaged?  Use additional sheets of paper if needed.

2.
Describe fully and as with as much detail as possible, what events led up to the incident 
(condition of the work area, weather conditions).  Use additional sheets of paper if needed.

3.
Was equipment being used at the time of the incident?
(Yes
(No

If YES, was equipment in proper working order?

(Yes
(No

If NO, what problems were occurring?  Use additional sheets of paper if needed.

4.
Describe as fully and as with as much detail as possible what the employee was doing at the time the incident occurred. (What specifically caused the injury; i.e. cut, burn, struck by object.)  Use additional sheets of paper if needed.

5.
Does this job require use of personal protective equipment (PPE)?  Is there a relationship 
between the severity of the injury and using PPE?


6.
Have similar incidents occurred?     (Yes
(No      If YES, list dates and locations.

7.
What can management do to prevent recurrence of this type of incident?

8.
What immediate actions have been taken to prevent recurrence?  By whom?

9.
What long-term actions are needed?  By Whom?  Target date for completion?

10.
What post-loss actions should be taken (Early Return-to-Work program, other actions to 
mitigate overall severity of loss?)

11.
Additional Comments:
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