Accident description form

Use this form to document information about an accident or incident. Fill out an investigation report as soon as
possible. Note: this form is for use within your company. It is not intended to replace DCBS Form 801: Worker's
and Employer’s Report of Occupational Injury or Disease.
EMPIOYEE(S) NAME(S): oottt bbb bbbttt
Time & date of aCCIAEN/INCIAENTE: oo
Job title(s) and departMENT(S): oo
SUPEIVISOr OF [EAU PEISON: ettt bbbt
LT oTST Y= TP
Brief description of the accident or INCIAENT: s
BOAy Part @ffECLEA: e
Did the injured employee(s) see a doctor? ( ) Yes ( ) No

If yes, did you file an employer’s portion of a worker’s compensation form? ( ) Yes ( ) No

Did the injured employee(s) go home during their work shift? ( ) Yes ( ) No

If yes, list the date and time injured employee(s) left JOD(S): o
SUPEIVISOI'S COMMENTS: ittt bbbttt bbbt
What could have been done to prevent this accident/inCident? .
Have the unsafe conditions been corrected? ( ) Yes ( ) No

If yes, What has DEEN TONB? bbb

[f N0, What NEEAS 10 DB GONE? et e st et e e e st e tests st e s besbesbesseeseeseens

Employer or Supervisor’s signature:
Date:

AdAItIONAl COMMEBNEIS/NOIES: oo st e b e b e b e s bt s bt et et e s beste st e sbesbesbe e st estesteabesbssbesbesreareas



