Whitworth

                                                                                                                Office of Human Resources

WORK RELATED INCIDENT/ACCIDENT REPORT 

Send copies within 24 hours of incident to:

Richard Scott

Associate Director, Compensation and Benefits
Human Resource Services
and
Marisha Hamm
Manager, Environmental Health, Safety and Security
Facilities Services
Name of injured  











(Last)



(First)


(MI)

Date of birth 







Home phone # 




 Work Phone # 





Home address 











   (Street)

       (City)
       (State)
 (Zip)

Is injured employee a Whitworth College:
Faculty or Staff Employee? ___







Student Employee? ___

PLEASE COMPLETE THE FOLLOWING:

Department in which employed 









Job title 












Date of incident/accident 




 Time_________ a.m.____  p.m. _____

Employees work shift on day of accident   Start time __________  End Time_____________
Location of incident/accident 









Describe the incident/accident 
































































































































Were there any hazardous equipment or conditions which could have contributed to the 
accident? 
Yes/No

  

If so, please describe






















































Describe all bodily injuries: 















































































Identify witnesses:

_____________________________________________________________________________________
(Name)




     (Phone number)      

______________________________________________________________________________________

(Name)
   



     (Phone number)

Signature of employee 










Date 





    Phone # 





Signature of supervisor 










Date 





    Phone # 





…………………………………………………………………………………………………………………
For HR use only:  (Enter dates of action)

Salary ____________

Was injured person acting in course of employment? 








Will injury cause injured party to miss work?     
        Yes/No
         If yes, when is employee expected to return to work? ______________

Will the employee require light duty upon return to work?  
      Yes/No
         
If yes, for how long? 










Report Received 
_____________


Letter FMLA/SL/WC____________

W. Claim Received _____________
                                   Brochure to Employee __________

W. Filed_____________

W. Acknowledged _____________

W. Denied _____________

……………………………………………………………………………………………………………………………………… 

