MUST BE FILLED OUT AT TIME OF INCIDENT

Please P r i n t[image: image1.png]familljlife’




Accident Investigation Report
	Name of Person filling out this form


	Injury Date  _______________  and Time   ____:____  ( AM  (PM
	On Family Life premises?  ( YES   (NO

	Location of Accident   (dept / building / vehicle / address if not at Family Life hdqrts)  
                                                   
	Date Reported                                                            

	
	Reported to


	Name of Injured  (M (F   (17/under  (employee-skip ph/addr section
	Cause of Injury (machine, strain, lifting, etc)

	Phone   (            )    

               
	

	Mail 
Address                                                                                  
	Parts of the Body Affected

	City                                                     State                    Zip
	


	Accident Description    (describe in detail......include floor conditions, section of room, loose clothing, etc).    

(If a vehicle was involved – more information may be requested at a later date.  See other side)


	Witnesses            
	1
	Name
	Phone  (            )

	
	2
	Name
	Phone  (            )

	
	3
	Name
	Phone  (            )

	What actions could have been taken to avoid this accident?



	First Aid Treatment Given  (describe in detail)                                

                                                                Treatment given by


	Final Action Taken    (check ALL that apply)

	( No Medical Treatment
	( Minor On-Site Treatment took care of need

	( Re-joined activities or work
	( Parent/guardian/spouse was called/made aware if requested

	( Went to Minor Clinic/Hospital Treatment
	( Went to ER      via (own transportation   (ambulance

	( injured left building/premises at time of          :             ( AM    (PM  alone, or with 



	( other:



	Management team member notified of accident


	Insurance information      Injured person   (does   (doesn’t have own insurance   (employee – skip this section

	If own insurance:   Company
	Insurance Phone     (            )

	                              Employer
	Group or ID #


	SIGNATURE OF INJURED PERSON                                                                                                          Date Signed                                 
By my signature, I agree with the information as stated on this form                                                                                            
                                                                                                                                                                          /          /                                    


	IF ACCIDENT INVOLVED A VEHICLE – DRAW DIAGRAM HERE  

NOTICE TO EMPLOYEE FILLING OUT THIS ACCIDENT FORM:
        VEHICLE ACCIDENTS:   


A.
If serious injuries, call an ambulance


B.
Notify police of highway accident 


C.
Notify parents of any minors injured


D.
Inform Jeff or Rick……or in their absence, a management team member. 
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