Report of Accident

Client Name
Employee Name: Security Number:
Employee home address Phone:
Date of hire Rate of pay:
Job Title: Supervisor:
Date of Accident: Time of Accident:
Dae AccidentwasReported: ~~ Time of Report:
Witness Name(s):
Type of Accident:
__FrgAidOnly __ Medicd __ Fadlity

Redtricted Duty? __No __Yes Number of Days

Lost Work Days? _ No ___Yes,Number of Days
Date of First Medicd Trestment: Time of Trestment:
Name of Medica Provider: Phone Number:

Address of Medical Provider:

Describe how the accident occurred.

What actions, events or conditions contributed to the accident?

What can be done to prevent this type of accident?

Supervisor Signature: Dae:

Employee Signature: Date:

*xx+%% Plegse Fax immedately to 734-591-1217 Attn. Human Resources ******




