EMPLOYEE REPORT OF INCIDENT
This form must be completed & submitted to Crystal in HR before end of work-shift
If you have any questions, please call (801) 399-8624, Fax 801-399-8307
Name:
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Home Phone:[image: image4.wmf]
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Time employee began work: [image: image8.wmf]


Supervisor:
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Department:
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Date & Time of Incident:
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Witnesses / Phone #
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Describe incident, giving full details include: Where? What? When? How? Why?  
To whom was the incident reported: / Date & Time Reported
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If delayed reporting, give reason:
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How could this have been prevented?
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Part of Body  
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Side of Body
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Type of Injury 
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Other type of injury, please list:  [image: image51.wmf]




Cause of injury:
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Other cause of injury, please list:[image: image70.wmf]

 




Location & address of incident:
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Did you receive First Aid Treatment?[image: image72.wmf]Yes
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By whom?  When? [image: image74.wmf]


Did you go to Work-Med?
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If no, what clinic or Hospital did you go to?  Please list their office number.    [image: image77.wmf]


Were you seen by a Physician?
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By whom?  When?[image: image80.wmf]

     

Employee Signature:
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Date completed:
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