COLUSA USD: SUPERVISOR INCIDENT REPORT

EMPLOYEE: ____________________________ PHONE/CELL________________________

JOB TITLE: ________________________________ DATE OF BIRTH: __________________

DATE OF INCIDENT: ____________________ HOUR: _______________ AM.  (circle)

                                                                                                                              PM

TIME EMPLOYEE BEGAN WORK THE DAY OF INCIDENT__________AM   (circle)

                                                                                                                              PM

DATE REPORTED: _______TO WHOM: ______________ HOUR: ______ AM   (circle)

                                                                                                                              PM   

EXACT LOCATION OF INCIDENT. Completely describe location of incident, including 

lighting, walking surface, weather, measurements and other conditions that could have contributed to the incident._________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

HOW INCIDENT OCCURRED. Describe sequences of events leading to incident, specific activity in which employee was engaged, equipment employee was using, specific object employee was using leading to the incident.  (please use another sheet of paper if necessary) _____________________________________________________________________________ 

_____________________________________________________________________________ 

____________________________________________________________________________

WITNESSES:   NAMES; ADDRESSES; PHONE NUMBERS

1. ____________________________________________________________________________

2. ____________________________________________________________________________

DESCRIBE PART(S) OF BODY AFFECTED:​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________

______________________________________________________________________________

HAS A SIMILAR INCIDENT HAPPENED IN THE DEPARTMENT BEFORE: Y/N _______

WHAT STEPS HAVE BEEN TAKEN TO PREVENT FROM HAPPENING AGAIN: ______
______________________________________________________________________________
______________________________________________________________________________

MEDICAL TREATMENT:

   FORMCHECKBOX 
    Employee to seek medical treatment at this time.

   FORMCHECKBOX 
    Employee does not wish to seek medical treatment at this time.  Employee must sign/date        
             Employee Signature ________________________________ Date___________________

INCIDENT REPORT REVIEWED WITH EMPLOYEE: Y/N       DATE____ IF NOT, WHY?
Supervisor______________________________________________DATE_________________

