


CITY OF FOND DU LACCOPIES TO: DIVISION HEAD
ORIGINAL TO: HUMAN RESOURCES

EMPLOYEE INCIDENT INVESTIGATION FORM
(TO BE COMPLETED BY IMMEDIATE SUPERVISOR)
Complete this form within 24 hours of injury and fax to City HR at (920) 322-3421
(For injuries incurred on duty)
	DATE OF REPORT:
	
	FORM COMPLETED BY:
	



	TYPE OF INCIDENT:
	
	BODILY INJURY
	
	PROPERTY DAMAGE
	
	NEAR MISS

	DATE OF INCIDENT:
	
	DEPT/DIVISION:
	

	TIME OF INCIDENT:
	
	
	AM
	
	PM

	NAME OF INJURED EMPLOYEE:
	
	JOB TITLE:
	

	# OF HRS SCHEDULED TO WORK THAT DAY:
	
	SHIFT START TIME ON DATE OF INCIDENT:
	
	
	AM
	
	PM

	DATE REPORTED:
	
	REPORTED TO WHOM:
	

	WITNESSES:
	
	
	



INJURED EMPLOYEE’S STATEMENT:
	DESCRIBE ACCIDENT/INCIDENT:
	   



	IDENTIFY SPECIFIC LOCATION WHERE ACCIDENT/INCIDENT OCCURRED:
	



	HOW COULD THIS INCIDENT HAVE BEEN PREVENTED?
	



	WAS INCIDENT CAUSED BY UNSAFE ACT OR CONDITION? (YES OR NO)
IF YES, EXPLAIN.
	

	HAVE SIMILAR INCIDENTS OCCURRED BEFORE WITH THIS EMPLOYEE?
	
	YES
	
	NO
	
	DON’T KNOW

	HAVE SIMILAR INCIDENTS OCCURRED BEFORE WITHIN THIS DIVISION?
	
	YES
	
	NO
	
	DON’T KNOW

	IF OTHER SIMILAR INCIDENTS, PLEASE PROVIDE DETAILS/REASON FOR RECURRENCE:
	



INJURY DESCRIPTION: (X ITEMS THAT APPLY.)
	
	AMPUTATION
	
	DERMATITIS

	
	BACK STRAIN
	
	EYE INJURY

	
	BREAK/FRACTURE
	
	REPETITIVE MOTION

	
	BRUISE/ABRASION
	
	SPRAIN/STRAIN

	
	BURN
	
	NO APPARENT INJURY

	
	CUT/PUNCTURE
	
	OTHER; LIST:



INJURED BODY PART: (X ITEMS THAT APPLY. THUMB = FINGER 1; GREAT TOE = TOE 1)
     HEAD & NECK:                UPPER EXTREMITIES: R       L                        TRUNK:                                    LOWER EXTREMITIES:           R         L
	
	SKULL
	
	SHOULDER
	
	
	
	
	BACK, UPPER
	
	
	THIGH
	
	

	
	SCALP
	
	ARM (UPPER)
	
	
	
	
	BACK, MIDDLE
	
	
	KNEE
	
	

	
	FACE
	
	ELBOW
	
	
	
	
	BACK, LOWER
	
	
	CALF/SHIN
	
	

	
	EAR
	
	FOREARM
	
	
	
	
	CHEST
	
	
	ANKLE
	
	

	
	NOSE
	
	WRIST
	
	
	
	
	ABDOMEN
	
	
	FOOT
	
	

	
	MOUTH, TEETH
	
	HAND
	
	
	
	
	HIPS, PELVIS
	
	
	TOE
	
	

	
	NECK
	
	FINGER
	
	
	
	
	
	
	
	LIST TOE NUMBER
	
	

	
	EYE, RIGHT
	
	LIST FINGER NUMBER
	

	
	EYE, LEFT
	
	OTHER INJURY; PLEASE LIST:
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CAUSE OF THE INCIDENT: (X ALL THAT APPLY)
	
	HOUSEKEEPING
	
	PHYSICAL AND ENVIRONMENTAL STRESSES

	
	MATERIALS/TOOLS/PROCESS
	
	EXCEEDING LIMITS (SPEEDS, STRENGTHS, ETC.)

	
	WORK PRACTICES
	
	EQUIPMENT, MACHINERY

	
	HAZARDS NOT RECOGNIZED
	
	FACILITY/DESIGN

	
	PROTECTIVE EQUIPMENT
	
	EXCESSIVE PHYSICAL DEMANDS

	
	CONFLICTING GOALS/POLICIES
	
	MAINTENANCE/INSPECTIONS/REPAIRS

	
	FAILURE TO PLAN/ANTICIPATE
	
	FAILURE TO USE APPROPRIATE PERSONAL PROTECTIVE EQUIPMENT

	
	RESPONSIBILITIES NOT DEFINED
	
	INADEQUATE CONSTRUCTION/LAYOUT

	
	LACK OF PROCEDURES
	
	INADEQUATE INSTRUCTIONS

	
	RESOURCES LACKING
	
	INADEQUATE DESIGN/SAFEGUARDING

	
	FAILURE TO ACT/CORRECT
	
	INADEQUATE STAFF

	
	INADEQUATE TIME
	
	HORSEPLAY

	
	FAILURE TO FOLLOW PROCEDURES
	
	OTHER; LIST:


	
	KNOWLEDGE/SKILLS LACKING
	
	N/A



CORRECTIVE ACTION:
ACTION TO BE TAKEN TO PREVENT RECURRENCE:     INDIVIDUAL(S) RESPONSIBLE:                                                 COMPLETION DATE:      
	1
	

	
	

	2
	

	
	

	3
	

	
	



LOST TIME & MEDICAL TREATMENT:
WHEN AN EMPLOYEE NEEDS MEDICAL TREATMENT, IF POSSIBLE, SEND ALONG A COPY OF THE MEDICAL SERVICES FORM. FORWARD RETURN TO WORK SLIPS TO HR AS SOON AS POSSIBLE AFTER SUPERVISOR HAS REVIEWED AND ADVISE HR WHETHER WORK RESTRICTIONS CAN BE MET.
	HAS THE EMPLOYEE MISSED ANY WORK TIME?
	
	NO
	
	YES
	IF YES, PROVIDE DATES AND DETAILS:
	

	HAS EMPLOYEE RETURNED TO WORK?
	
	NO
	
	YES
	IF YES, PROVIDE DATE RETURNED:
	


	DOES THE EMPLOYEE HAVE ANY WORK RESTRICTIONS?
	
	NO
	
	YES
	IF YES, CAN DEPT ACCOMMODATE? YES/NO
	

	WAS MEDICAL TREATMENT SOUGHT AT TIME OF REPORT?
	
	NO
	
	YES
	IF YES, INDICATE NAME AND LOCATION OF PROVIDER:
	


NOTE: IF THE EMPLOYEE DOES NOT SEEK IMMEDIATE MEDICAL TREATMENT BUT DOES SEEK TREATMENT LATER, PLEASE NOTIFY HUMAN RESOURCES IMMEDIATELY.

SIGNATURES:
	EMPLOYEE SIGNATURE:
	
	DATE:
	

	SUPERVISOR SIGNATURE:
	
	DATE:
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