MANAGE YOUR RISK

EMPLOYEE ACCIDENT INVESTIGATION FORM

EMPLOYEE INFORMATION

Employee
Job Title Date of Injury
Department Supervisor

YES

Reset Form

Time of Injury

Date HR was notified of Accident

NO

Was medical treatment provided?

Was employee transported to the hospital?

Was a drug test completed?

WITNESSES
Witnesses Name Title
Witnesses Name Title

Witnesses Name Title

Glatfelter Healthcare

Phone Number

Phone Number

Phone Number

Page 1



Describe the accident and/or injury

Contributing factors to accident

Lack of skill /abilities O Describe

Physical weakness

Carelessness

Unsafe act

Failure to use PPE

Failure to follow procedure(s)

Unsafe condition

Distraction

Fatigue

Patient/other assault

Oo/oo|o0ooc/oo|jo|jo|a

Other

Describe any correcive actions taken or recommendations for policy changes or re-training

Supervisor’s Signature Date

Director’s Signature Date

©2022 Glotfelter Insurance Group | All Rights Reserved. The information and recommendations offered by Glatfelter Insurance Group herein and in related materials are provided solely for your consideration in risk control efforts. Glatfelter Insurance Group specifically
disclaims any liability for any act or omission by any person or entity in connection with the preparation, use or implementation of plans, principles, concepts or information contained in this publication. The information contained in this publication is intended for

educational purposes only and is not infended to replace expert advice in connection with the topics presented. The intent of this guideline is solely to assist you in reducing risk exposure fo the public, personnel and property, and Glatfelter Insurance Group makes no
warranty as to results. Your organization should review it and make the necessary modifications to meet the needs of your organization.
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