	ACCIDENT INVESTIGATION REPORT
	OSHA LOG #: ____________________
	Claim Number: ________________________

	Employee Name:
	Soc. Sec. #:
	Date of Birth:

	Address:

	Telephone: (        )
	Circle:

Male      Female
	Rate of Pay/hour:
	Date of Hire:

	Date of Injury: 
	Time of Injury: 
	Date Reported:
	Time Reported:

	Job Title:
	Location of Injury (specify line #):

	Shift Start Time:
	Shift End Time:
	Regular Work Shift:
	Yes or No

	Marital Status:   (S)   (M)  (D)  (W)                                       
	Number of Dependents under 18:
	Supervisor Name:

	Months of Service:

	· 0-6
	· 7-12
	· 13- 24
	· 25-36
	· 37-48
	· 49+

	Job Experience:

	· 0-120 days
	· 121 days to 1 year
	· 1- 3 years
	· 4-6 years
	· 7 years or more

	Witnesses:
	Names:
	
	Witness Statement: If Yes, Attach Copy

	Yes or No
	1. 
	Yes or No

	
	2. 
	Yes or No

	Check all the Causes of Injury as They Apply to Injury Site

If Checking Other, Please Specify

	Burn or Scald Heat/ Cold Exposure
	Caught-in or Between
	Slip/ Trip/ Fall

	· Chemicals
	· Machine/ Machinery
	· From Different level (elevation)

	· Hot objects substances
	· Object handled
	· From Ladder or Scaffolding

	· Explosion or Flare Back
	· Conveyor
	· Tripped over hose, cord, pallet

	· Cold objects substances
	· Collapsing material (slides of earth)
	· From Liquid ,Grease, Meat

	· Fire/ Flame
	· Other:
	· Into Opening(e.g. drain hole)

	· Steam
	Cut/Puncture/Scrape
	· Ice or Snow

	· Dust/Gas, Fumes, Vapors
	· Broken Glass, sharp metal
	· On Stairs

	· Welding operation
	· Hand Tool, Utensil
	· On same level

	· Electrical
	· Object being Lifted/Handled
	· Other:

	· Radiation
	· Puncture
	

	· Abnormal air pressure
	· Needle stick
	

	· Other:
	· Other:
	

	Motor Vehicle Accident
	Strain/Sprain/Repetitive Motion
	Struck By

	· Collision Moving Obj.
	· Manual Material Handling
	· Fellow Worker

	· Collision with a Fixed Object
	· Twisting
	· Falling or Flying Object

	· Vehicle Upset
	· Jumping
	· Hand Tool or Machine in Use

	· Other:
	· Holding or Carrying
	· Motor Vehicle (pedestrian)

	
	· Lifting
	· Moving Parts of Machine

	Striking Against/ Stepping On
	· Pushing or Pulling
	· Object being Handled by Others

	· Moving Parts of Machine
	· Reaching
	· Aggressive patient/resident

	· Object being Lifted or Handled
	· Using Tool or Machinery
	· Other:

	· Sanding/Scraping, Cleaning Ops
	· Throwing
	Miscellaneous Causes

	· Stationary Object
	· Repetitive Motion
	· Insect Bite

	· Stepping on Sharp Object
	· Bending
	· Foreign Object in the Eye

	· Other:
	· Continual noise
	· Act of Crime

	
	· Patient lifting
	· Bloodborne Pathogen

	
	· Patient transfer
	· Latex: 

	
	· Other:
	· Other

	Common Contributing Factors to Accidents (check all that apply)

	· Congestion
	· Inadequate Personal Hygiene
	· Slippery Footing

	· Employee rushing or shortcut
	· Inadequate Procedure
	· Unexpected Movement (machine, people)

	· Equipment Defect
	· Inadequate training/knowledge
	· Unguarded/ poorly guarded machine/equip

	· Failed to Lock and Tag Out Equipment
	· During Down Time
	· Vapor or Gas Release

	· Failed to Use Proper Procedure
	· During Overtime
	· Change in medications (healthcare)

	· Failed to Use Personal Protective Equip.
	· Other People Caused the Incident
	· Over stimulation (healthcare)

	· Inadequate Clearance
	· Poor Housekeeping
	· Other: specify


	Injury or Symptom

If Checking Other, Please Specify

	· Amputation
	· Bruise/Contusion
	· Burn
	· Foreign Body

	· Fume Inhalation
	· Fracture
	· Hernia
	· Laceration

	· Puncture
	· Skin Irritation/ Rash
	· Soreness
	· Strain/ Sprain

	· Pain/ Swelling
	· Other (specify):


	Parts of Body injured ( circle L or R for the side of the body)

If Checking Other, Please Specify

	· Abdomen
	L or R
	· Eye(s)
	L or R
	· Head
	L or R
	· Teeth
	L or R

	· Ankle
	L or R
	· Face
	L or R
	· Hip
	L or R
	· Toes
	L or R

	· Arm
	L or R
	· Finger
	L or R
	· Knee
	L or R
	· Thigh
	L or R

	· Back
	L or R
	· Foot
	L or R
	· Leg
	L or R
	· Wrist
	L or R

	· Chest
	L or R
	· Forearm
	L or R
	· Mouth
	L or R
	· Other: Specify

	· Ear
	L or R
	· Groin
	L or R
	· Neck
	L or R
	

	· Elbow
	L or R
	· Hand
	L or R
	· Shoulder
	L or R
	


	Medical Treatment
	Check One:
	· Yes
	· No
	· Not at this time
	· First Aid

	If yes to Medical treatment check which facility
	· Emergency Room

· Hospitalized overnight as in-patient

· Drug test performed

· Other (specify):
	Facility/Dr. Name:

Address:

Phone#: 
	If fatality, list the date of death
____ /____/20___


	Supervisors Investigation of Injury: Description of the accident must include what employee was doing (tasks) before the injury; what object or substance directly harmed the employee. Be specific. 

	

	

	

	

	

	

	

	Supervisor Signature:
	Date:


	Corrective Action to be Taken (required to prevent future injury, incident or near miss)

	

	

	

	Responsible Person:
	Target Date:
	Completion Date:


	Safety Committee Review and Comments

	

	

	

	Chairperson Signature:
	Date:


Notes: If additional space is needed, please attach another sheet. Be sure to attach any and all documentation of injury and medical treatment (if applicable). This report is due within 24 hours of the injury. 

OSHA: Starting in 2015, employers will have to report the following to OSHA: All work-related fatalities; All work-related inpatient hospitalizations of one or more employees; All work-related amputations; and, All work-related losses of an eye.

Remind employee that our company has posted a physician panel for all work-related injuries. Injured employees must treat with one of the physicians listed on the panel. Failure to cooperate will result in the individual being responsible for his/her own medical bills.
