SUPERVISOR’S REPORT OF INJURY

Name of Injured: ___________________________

Date of Injury: ____________________

Time of Injury:______________

Injured’s Title: ____________________

Specific Job: _______________

How Long on This Job: ___________________________

Describe what occurred: ____________________________________________

________________________________________________________________

________________________________________________________________

Primary Accident Cause: ___________________________________________

________________________________________________________________

Contributing Accident Cause: ________________________________________

Recommended Corrective Action: _____________________________________

________________________________________________________________

How Long to Implement It: ___________________________________________

How will it Eliminate Reoccurrence: ___________________________________

_________________________________________________________________

Signature: _______________________________
Date: _________________
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