CITY OF WINNER
SUPERVISOR’S ACCIDENT / INJURY REPORT
(If employee is injured and medical attention is necessary, employee must complete a worker’s compensation form at the Human Resources Office.)

***SUPERVISORS- COMPLETE THIS FORM IN FULL. ATTACH AN EXTRA SHEET IF MORE SPACE IS NEEDED. REMEMBER, EVERY ACCIDENT NEEDS TO BE FULLY INVESTIGATED. UPON COMPLETION SEND THE FORM TO YOUR HR/SAFETY DIRECTOR.

Employee(s) involved________________________________________     Department _________________________

Other person(s) involved (include name, address and phone numbers) _____________________________________

BODILY INJURY:					PROPERTY DAMAGE:
______________ Employee			_______________Type of property
						_______________ City of Winner
______________ Other person			_______________ Other
					$ _________________ Estimated loss

VEHICLE ACCIDENT:				DETAILS OF ACCIDENT/INJURY:
***ATTACH POLICE REPORT****
       _____________ City of Winner			    ___________ Date
       _____________ Other				    ___________ Time
$_______________ Estimated loss			    _____________________________________________
    _____________ Seat belt worn at time of accident     Location

Witnesses__________________________________________________________________________________

Employment Category:	                  Permanent Full-time _____   Temporary ____  Permanent part-time _____
Supervision at time of accident:         Directly supervised _____      Not supervised_____  Lead supervision _____

INVESTIGATION REPORT
____Yes     ______No	Were you made aware of the accident immediately?
			If not, when were you notified? ________________________________________________
____ Yes    ______ No	Was the accident reported to the police immediately?
____ Yes    ______ No 	Was the employee wearing proper protective equipment?
         _______N/A		(i.e., safety goggles, face mask, gloves, clothing, etc.)
        If not, why not? _______________________________________________________________________________

Supervisor:  From your investigation, describe in detail what happened:______________________________________

________________________________________________________________________________________________
														
In your opinion, what caused the accident?_____________________________________________________________

________________________________________________________________________________________________
													    
What corrective action have you taken to prevent a similar accident? ________________________________________

________________________________________________________________________________________________		

___________________		_______________________________	_______________________________
Date				Supervisor’s Signature			HR/Safety Director


CITY OF WINNER
EMPLOYEE’S ACCIDENT / INJURY REPORT

Description and cause of accident (Must include all information: who, what, where, how and why. Attach additional sheets as necessary.)  
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________		___________________________________	_________________
Employee Name (Print)			Employee Signature				Date
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