Employee Report of Accident / Injury / lliness

Instructions: Please print. Fill in all blanks. If a blank does not pertain to your accident, injury or illness, write “N/A” in the

blank. Completed form should be sent to the Human Resource Department within 24 hrs of accident
Name: Date of Birth:

Social Security No: Phone No.:

Address: County:

City, Zip Spouse’s Name (if applicable)

Marital Status: Single Married Separated Divorced Widowed

Job Title: Name of Supervisor:

Date of Accident: Time of Accident: Location:

Witness Names: Task being performed:

Describe how the accident occurred:

Part of the body injured?

Date & Time you first sought medical attention: Were you using required safety equipment?

Nurse’s Evalu ation of Injury and Recommendation for Medical Treatment:

The information | have provided either in my own writing or verbally for the purpose of this form is true and correct. |
understand that providing false or misleading information or omission of information on this report or any other form
relating to this claim of accident, injury and/or illness may result in termination of my employment.

Signature of Employee: Date:

By signing this form you acknowledge you have recei ved the “Notice of Injured Employee Rights and
Responsibilities” in the Texas Workers’ Compensatio n System.

Signature of Nurse: Date:

Signature of Principal/Supervisor: Date:
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