Chula Vista Elementary School District

SUPERVISOR’S REPORT OF EMPLOYEE ACCIDENT

	ALL INJURIES MUST BE REPORTED WITHIN 24 HOURS TO RISK MANAGEMENT


	NAME OF INJURED:  (Last Name, First Name)

     
     
	EMPLOYEE I.D. NUMBER:

     

	HOME ADDRESS:  (Street, City, Zip)
     
	PHONE NUMBER:

     

	GENDER:

 FORMCHECKBOX 

Male
 FORMCHECKBOX 

Female
	OCCUPATION:  (Job Title)
     
	DATE OF BIRTH:

     

	SCHOOL/DEPARTMENT:

     
	DATE OF HIRE:

     

	ADDRESS WHERE INCIDENT OCCURRED:

     
	ON DISTRICT’S PREMISES?

 FORMCHECKBOX 

Yes
 FORMCHECKBOX 

No

	
 FORMCHECKBOX 

Contract Employee
 FORMCHECKBOX 

Substitute
Work-Day Start Time: _     _
Typically Works _     _ Hours Per Day

	DESCRIPTION OF INCIDENT

	HOW DID THE INCIDENT HAPPEN?


(What specific activity was the employee performing at the time of the injury/exposure?  What machinery, equipment, or device was employee using?)

     


	NATURE OF INJURY OR ILLNESS:  (cut, strain, fracture, skin rash, etc.)

     
	PART OF BODY:  

     


 FORMCHECKBOX 

RIGHT
 FORMCHECKBOX 

LEFT

	PERSONAL PROTECTIVE EQUIPMENT:  (type of protection used while performing activity)
 FORMCHECKBOX 

Gloves
 FORMCHECKBOX 

Goggles/Eye Shields
 FORMCHECKBOX 

Apron
 FORMCHECKBOX 

Other:
     

	SHARPS INJURY? (I.e., syringe, epipen, etc.)

 FORMCHECKBOX 

No
 FORMCHECKBOX 

Yes
If “Yes,” specify type and brand of device:
     

	DATE OF INJURY OR ILLNESS:
TIME OF DAY:

     
     AM
     PM
	WAS ANOTHER PERSON RESPONSIBLE?

 FORMCHECKBOX 

No
 FORMCHECKBOX 

Yes  -  Name:     

	DID THE EMPLOYEE SEE A DOCTOR FOR THIS INJURY OR ILLNESS?


 FORMCHECKBOX 
No


 FORMCHECKBOX 
Yes  -
If “Yes,” a Workers’ Compensation Claim form
(State Form DWC 1) MUST be given immediately to the employee.

Given by:      

Date:      
	NAME AND ADDRESS OF PHYSICIAN:

     
DATE OF FIRST DOCTOR’S VISIT:      
IF HOSPITALIZED, NAME AND ADDRESS OF HOSPITAL:

     


	

     
SUPERVISOR’S  SIGNATURE
TITLE
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