pawnee school district #11

EMPLOYEE ACCIDENT REPORT 
complete this form and submit to supervisor or school nurse within 24 hours of the accident
name: ___________________________________ date of birth: ___________  SS # ___________________
                 

 (first, middle, last)
male  (      female ( 
     address: ____________________________________phone #   (   _    )   
 

occupation: _____________________________ date of hire: _________________ salary: ____________

employee’s supervisor: ___________________________________________________________________
do you have any secondary employment:   yes (      no (     please list: ____________________________
date of accident: __________ time of accident: __________ location of accident: __________________



list any witness present at time of accident: _________________________________________________

description of accident (include acitivity, equipment involved, contributing factors): _________________________

________________________________________________________________________________________

________________________________________________________________________________________

type of injury sustained (sprain, laceration, bruise, fracture, specify left/right etc.): _______________________
________________________________________________________________________________________

do you have any pre-existiing health conditions or injuries? yes (      no (     please list: ____________

________________________________________________________________________________________

describe first aid given: ___________________________________________________________________

________________________________________________________________________________________

time first aid given: _____________________________________  by whom: _________________________

were you seen by the school nurse:  yes (      no (     

employee sent:     home ______      physician ______      hospital ______      resumed work activity_____

transported by:      auto ______       ambulance ______       n/a ______       

date first seen by medical provider if applicable: _____________________________________________

name and address of medical provider: ______________________________________________________

date & time injury was reported to supervisor or school nurse: ________________________________

name of supervisor or school nurse to whom you reported the accident: ________________________
employee signature __________________________________________ date: ________________
supervisor or school nurse signature ______________________________________ date: ____________________
additional comments/follow-up information: ___________________________________________________________
_________________________________________________________________________________________________

