SUPERVISOR’S INVESTIGATION OF EMPLOYEE INJURY
	Employer Information

	Name, Location, and Address:

Phone: 

	Employee Information

	Last


	First
	Middle Initial
	Gender
	Date of Birth
	Date of Hire

	Address Street


	City
	State
	Zip
	Personal Telephone #

	Department


	Division
	Shift
	Occupation
	Supervisor Name

	Date, Time, and Place of Incident/Report

	Date/Time of Incident


	Day of Week
	Date/Time Reported
	Injury Location

	Triage Description

	1.  Please describe your medical complaint.


	2.  How did this accident happen? (Please state all details)


	3.  Please specify machine, tool, substance or object most closely connected with the accident.


	4.  What was the employee doing when accident occurred? (i.e. loading truck, walking down stairs, etc.)



TO BE COMPLETED BY SUPERVISOR/MANAGER
	Explain in detail how the injury/illness occurred and the specific activity being performed:
(Sources: employee, witnesses, investigation, and observations)



	Select at least one (or more) from each section below.

	INITIAL CAUSE
	CONTRIBUTING FACTORS AND ACTIVITIES
	PREVENTIVE ACTIONS

	 FORMCHECKBOX 
 Struck by or against object (indicate) ______________

 FORMCHECKBOX 
 Caught in/under/between
 FORMCHECKBOX 
 Fall / Slip / Trip

 FORMCHECKBOX 
 Material handling/lifting

 FORMCHECKBOX 
 Repetitive motion

 FORMCHECKBOX 
 Chemical exposure

 FORMCHECKBOX 
 Body fluid exposure:

       ____Needle stick 

       ____Sharps 

 FORMCHECKBOX 
 Animal bite

 FORMCHECKBOX 
 Other, Explain
______________________
______________________
	Equipment

 FORMCHECKBOX 
 Equipment failure

 FORMCHECKBOX 
 Equipment unavailable

 FORMCHECKBOX 
 Improper equipment or material used for job

Personal protective equipment 

 FORMCHECKBOX 
 Not worn

 FORMCHECKBOX 
 Not readily available

 FORMCHECKBOX 
 Not adequate for the task

 FORMCHECKBOX 
 Personal protective equipment

     failure

Training/Experience

 FORMCHECKBOX 
 Lack of training

 FORMCHECKBOX 
 Safety training provided, not 

     followed

 FORMCHECKBOX 
 New task for employee or lack

     of experience

Work Area

 FORMCHECKBOX 
 Work area set up improperly

 FORMCHECKBOX 
 Inadequate lighting or noise 

     issues

 FORMCHECKBOX 
 Housekeeping issues

 FORMCHECKBOX 
 Environmental factors 

     (rain, wind, temp. etc)
 FORMCHECKBOX 
 Ventilation issues

 FORMCHECKBOX 
  Ergonomic factors


	Employee 
 FORMCHECKBOX 
 Physically not able to do work

 FORMCHECKBOX 
 Employee fatigue

 FORMCHECKBOX 
 Unbalanced or poor position 

     or motion 

 FORMCHECKBOX 
 Incorrect procedures used for 

     task 

 FORMCHECKBOX 
 Other unsafe practice 

Assistance

 FORMCHECKBOX 
 Difficult to perform task without help

 FORMCHECKBOX 
 Safety features or devices not 

      readily available

 FORMCHECKBOX 
 Assistive devices not used

 FORMCHECKBOX 
 Lack of policy/procedure (explain below)
 FORMCHECKBOX 
 Animal (explain below)

 FORMCHECKBOX 
 Other (explain – use additional page(s) if necessary)  ____________
_________________________________
_________________________________
_________________________________
_________________________________
	SUPERVISOR WILL:

 FORMCHECKBOX 
 Develop/revise safety procedures and

     update IIPP or Chem. Hyg. Plan

 FORMCHECKBOX 
 Request ergonomic evaluation

 FORMCHECKBOX 
 Order new equipment
 FORMCHECKBOX 
 Order new personal protective equipment
 FORMCHECKBOX 
 Remove equipment from use and   

     repair/replace

 FORMCHECKBOX 
 Schedule preventive maintenance
 FORMCHECKBOX 
 Will retrain employee before task is

     re-assigned.

 FORMCHECKBOX 
 Perform on-site review of work activity, 

     update job safety analysis.

 FORMCHECKBOX 
 Reconfigure work area
 FORMCHECKBOX 
 Communicate corrective actions to others

      in job category.
 FORMCHECKBOX 
 Other___________________________
________________________________
_________________________________

_________________________________

	Preventive action will be completed by Name/Department:


	Expected date of completion:



	
	

	SUPERVISOR/MANAGER’S SIGNATURE:
	Date of Investigation:

	DEPARTMENT HEAD’S SIGNATURE: 
	Date:


Distribution: 
