
 

EMPLOYEE 
ACCIDENT REPORT 

Please  complete  

EMPLOYEE'S NAME DATE OF BIRTH 
 

Full Address :   City/State :   Zip Code:    

Phone Number :    Email Address :    
 

Home  Department :   Job Title :    

Employment  Status (select  one)  : FULL-TIME PART-TIME  

Location of Accident :    

Specific  injury/illness and  part  of  body  affected. (e.g. Second  degree  burns  on  right  arm,  



Was another  person  involved  in  the  injury/illness?  YES NO 

If “Yes”, Name :    Phone Number :    
 

Were  there any  witnesses to the injury/illness?  YES NO 
 

If  “Yes”, please  attach  statements written from  each  witness.  

Name:   Phone Number :   

 
Name:    Phone Number :    

 

Please check one of the following: 

I choose to  accept medical  


