JEFFERSON COUNTY
ON-THE-JOB INJURY/ILLNESS REPORT

EMPLOYEE INFORMATION: (ALL INFORMATION MUST BE COMPLETED)

Employee Name: SS#:
Last First M.IL
Date of Birth: Home Phone #: Race:
Mailing Address:
Street City State/Zip County

Marital Status: D Married DWidowed nSeparated DSingle DDivorced # of Dependent Children:

Length of Service: In Current Position: Months Years In Occupation: Months Years

INJURY INFORMATION: (ALL INFORMATION MUST BE COMPLETED)

Date of Injury: Time of Injury: Oam Opm

Was there any lost time: CIyes [No Date Lost Time Began:

Nature of Injury:nAbrasion DAmputation DAllergic Reaction DBite UBreak
[CIConcussion O Carp.Tun. Syn DContag. Disease LDislocation Coust CJelec. shock
D Hernia UHeat Stroke DInﬂammation D Infection DLaceration U Poison
[ strain Cother

Body Part Injured: [JLeft [JRight

[JAnkle ] Arm low ] Arm Upper [Back Low [C1Back Upper ] Back Middle
D Finger(s) U Foot D Hand U Head D Heart U Hip

DLeg Upper n Mouth D Neck n Pelvis D Teeth n Thumb
DMult Body Partﬂ Other

How and Why Injury/Iliness Occurred:

Spouses Name:

DBurn DContus/Bruise
DFractu re D Heart Attack
DPuncture D Sprain

[Jear [lebow [JEye
D Knee ULeg Low
D Toe nWrist

Did you get any type of medical treatment for your injury? DYes DNO If yes, have you been taken off of work by the doctor? DYes D No
If yes, please give the following Doctor/Facility information where treatment was rendered:
Doctor/Facilities Name:
Doctor/Facilities Mailing Address:
Street City State/Zip
Was employee doing his regular job? DYes DNO
Worksite Location of Injury (stairs, side of road, office, etc):
Cause of Injury: [JAnimal/Insect [] Assault/Criminal []Burn/Chemical [C]Burn/Fire [JBurn/Hot Obj  []Burn/Misc.
[ cut/Glass [cut/Hand Tool [ Cut/Power Tool [ Cut/Mise. [OFal/Same Lvl [JFall/Diff. Lvl ~ [JFall/Ladder
O FawmMisc. UForeign Body EyeD Slipped O Step/Object OsStrain/ Carry O strain/Hold Ostrain/g umping
[ strain/Lifting  []Strain/Misc [JStrain/Pulling [ Strain/Push [Jstrain/Misc. [JStruck/Object ] Vehicle Collision

D Other

Name of Business if incident occurred on a business site:

Address where injury occurred:

Street City State/Zip County
Witnesses to incident:
Return to work date expected: Department:
Supervisor’s Name: Phone Number:
Supervisor’s Signature: Date Reported:

RETURN ORIGINAL TO THE RISK MANAGEMENT DEPARTMENT WITHIN 24 HOURS

Fax (409) 835-8634

R0706
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