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mammmeseese Tmployee Accident Investigation Report

How the Investigator Completes the

Lic, Ho. 0B45355
General Directions

Complete the report within 24 hours of the accident,
Use a ballpoint pen.
Write legibly and clearly.
Complete ALL times.
Detailed Directions

Employee Name/Facility /Position/Department/Date of Hire/Date of Injury/Time of Injury Date Reported
These are all self-explanatory. Be specific and accurate in reporting this information.

Describe injury and first-aid treatment (or indicate sent tg E.D.)

This requires the supexvisor/investigator to know the nature of the injury such as laceration, foreign body in
the eye, burn, back or shoulder strain, bruise or fracture, (BE SPECIFIC -- for example, foreign body in left
eye.) The investigator must also know the type of treatment given; such as, cleaned wound and bandaged,
applied ace bandage, gave tetanus shot, reset borne and placed in cast, or required to stay in bed until healed.
If the investigator is unfamiliar with type of treatment and the employee is sent to E.D., the Employee Iealth
Nurse will follow up.

Describe the accident thoroughly, (what happened:; i.e., location of accident, actions, tools conditions

This requires the supervisor/investigator to gather all the facts about the accident. From this description, the
supervisor/investigator will be able to complete the rest of the form. {Include a photograph when possible.)

Without a full description, the supervisor/investigator and management will not be able to take meaningfud
corrective action to prevent a similar accident. ’

The description should take into consideration such information as:

Safe/unsafe conditions in the work environment?

Availability and use of personal protective equipment (goggles, hard hat, steel-toe shoes, respirator,
harness, hearing protection, etc.).

g. Did employee have enough informatjon to do the job safely?

Was the employee rushing to get the job done due to pressures?

a. The employee’s physical/mental state.
b. The task being done.

c. Location of accident.

d. Equipment being tsed.

e.

f.

i.‘ Were established procedures followed?
Immediate Cause of Injuty

This is the supervisor's/investigator’s determination of what was THE activity or condition directly
responsible for the accident. Activity may mean any action taken or done by the employee, the supervisor, or
another employee. The activity may even be a particular procedure, technique or method.
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10.

Other Confributing Causes

Very few accidents have only one cause. Most accidents are mulk-causal. For example, the immediate cause
for an employee’s slipping and falling may be the unsafe presence of an oil spot. Contributing causes could
include:

a. Tailure of the employee who spilled the oil to clean itup.
b. Bailure of the supervisor to ensure that oil spots are cleaned up (i.e., fatlure to enforce good
housekeeping).
c. Lack of equiptnent to clean up oil spots. )
d. The injured employee’s running fo leave work at the end of the day.
e Failure to repair the oil leak on-the machine from which the oil dripped/spilled.

Thoroughly describe all corrective actions implemented as a result of the above accident causes.

Such corrective actions should be a vesult of having determined the immediate and contributing causes for the
accident. .

For example: Corrective actions for the above-noted example could be:

a. The supervisor has been told to require all employees to clean up spills, drips, and leaks immediately.
b. The supervisor’s employees have begun to clean-up spills, drips, and leaks immediately and will
continue to ensure good housekeeping,

c, Enyjployees have been given “oil-dry” to put on oil spots to improve the clean-up process.

. The injured employee has been told to walk in the facility at all times, since running is dangerous.

e. The oil leak has been repaired, and employees are reporting leaks whenever they are found.

What follow-up actions will be taken to prevent another occurrence?
Analyze causes without blaming the injured worker.

Does employeg want tosee a physician?

This must be checked for each accident report. Please check if employee wishes fo see a physician.

Signatuye of supervisor/ investigator and date.

‘Thege must be included for each accident report.

Manager’s review, approval and date,

These are vequired. If the manager has a difference of opinion, that opinion should be noted on an attached
sheet of paper and a copy stapled to each of the report’s copies (white, yellow and pink).

Forward to:

Intercare Holdings Insurance Services (white original}
Emyployer (yellow copy) _
Employee (pink copy)
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INTERCARE HOLDINGS INSURANCE SERVICES
P.O. Box 579 ROSEVILLE, CA 95661

Supervisor’s Investigation Report
of Employee Accident

(To be completed by supervisot/finvestigator)

Employee Name Pacility
Position Department Date of Hire
Date of Injury Time of Injury Date Reported

Describe injury and first-aid treatment

Describe the accident thoroughly, (what happened; i.e., location of accident, actions, tools conditions)

Imamediate cause of injury (indicate both activity and condition)

Other contributing causes (please see instruction)

1.

5.

Thoroughly describe all actions taken to correct accident causes listed above.

What follow-up actions will be taken to prevent another occurrence?

Does employee want to see a physician? Yes No
Signature of supervisor/investigator Date
Manager’s review and approval Date

INTERCARE INSURANCE SERVICES



l SHETE of Galidra
EMPLOYER'S REPORY OF

OCGUPATIONAL INJURY OR ILLRESS

Flease complete in triplloate [fjpe B poselBle] Wl fha coples fe:

QSHA CASE NO.

eaTaury [}

ANY PETSON Wile maKes or causes fo be made any
nowingly false or fraudulent material statement or
material reprasentation for the purpose of obtalning or
denylng workers compensation benelits or payments is

fness, the employer must file i

Galifornéa law reqiires employers to repord within f
date of the incident OR requires medica] reatment

must b reported Immedlately by telephone or telegra

Tve days of knowledge every occupational injury of ilness which resuls inost tme beyend the
beyond first aid. [f an employee subsequenty dies as a result of a previously reported injury of

thin five days of knowledge an amended report indicating death. [n addition, every sefious injury, ifiness, or death

ph to the nearest office of the Californa Divisien of Occupational Safely 2nd Health,

DYes

guilty of a felony.

1. FIRM HAME fa. Poliey Humber Please do not use

thls column

e TAILING ADDRESS: [Humbez, Streel, City, Zip} 23, Phone Number
M CASE NUMBER
P
L |5 LOGATIGN H ditferent from Mailing Address {Humber, $freet, City and Zin} 32, Localion Code
4] OWNERSHIP
Y
g [+ NHATURE OF BUSIRESS; e.g.. Palnbng conlractor, whelesale grocer, s awmill, holel, ete. 5, State unemployment [nsurance acstno
R

6. TYPE OF EMPLOYER: . DUSTRY

Toe [ L [P oo [womews |

7. DATE OF INJURY [ OHSET GF LLKESS |9, TIME INJURYALLNESS QCCURRED 9, TIME EMPLOYEE BEGAN WORK 10. IF EMPLOYEE DIED, DATE OF DEATH (mmddhAy)

(mm/ddlyy} o e o e CCCUPATION

11, UNABLE TO WORKFOR AT LEAST OKE ) , -

0L DAY AFTE fidilrd 12, DATE LAST WORKED (mm/ddiyy} 3, DATE RETURKED TQ WORK (mnvddivy) 14.[F STILL OFF WORK, CHECK THIS BOX:

DYUS No
gﬁg’% l;{.ks l%AYS WAGES FCR BATE OF |15, SALARY BEIRG CORTINUED? 197; D.&{rﬁl OF EMPLOYER'S KNOWLEDGE NOTICE OF ; 562ATE E:r}ln:oﬂE ¥AS PROVIDED CLANMFORM SEX
[URYALLKESS (mm' M 4.

oo [ Jves  [Iwo| LY Na (et (mmiddy)

1%, SPECFIC RNJURYALLNESS AND PART OF BODY AFFECTED, MEDICAL DIAGNOSIS T avallaole, £.4. Second degres Buns on right azm, tendonitis on Jeft elbow, lead polsenlng AGE
1
M e
J 0. LOGATION WHERE EVENT OR EXPOSURE OCGURRED [Number, Street, City, Zip) 10a, COUNTY 21. ON EMPLOYER'S FREMISES? DAILY HOURS
1]
p Yes DNO
M 22, DEPARTHENT WHERE EVENT OR EXPOSURE OCCURRED, &.g. Shipping department, machine shop. B3, Othes Workess [njurad or [llin this grent?

[ves [jxo DAYS PER WEEK

53, EQUIFMENT, MATERIALS AND CHEMICALS THE EMPLOYEE WAS USING WHEN EVENT OR EXPOSURE OCCURRED, 6,g.. Acetylene, welding torch, farm tractor, seaffold
Q
R

WEEKLY HOURS

25, SPECIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, 2.g.. Welding s#ams of metal forms, loading boxes ontoe truck,
3
L WEEKLY WAGE
L |75, HOW TIAURVALLIESS OCCURRED, DESCRIBE SEQUENCE OF EVENTS. SPECIFY OBJECT OR EXPOSURE WHIGH DIRECILY PROGUGED THE INJURTIILLNESS, 8.9.. Worker stepped back fo Inspeatwork
N and sfipped o setap materisL As he fell, ke brushed agalnstfresh weld, and butned right hand, USE SEPARAYE SHEETIF MECESSARY
E
5 COUNTY
S

HATURE OF INJURY
PART OF BODY
[ATTENTION This ferm vontains infarmation relaling to employes health and must be used In @ manner that proteats the confidentallty of employses to the oxtent possible SOURGE
while ths Information Is belng used for cocupational safety and health purpeses, See GCR Title 8 14300,25 (b}{8)-(10} & 14300.35(b}{2){E]2.
Note: Shaded boxes Indicate confidential employes information as {lsted fn CCR Titls 8 14300,25{b}{ZHE2".
EVENT

s‘ SECONDARY SOURCE
E T35 GSCUPATION {Req ular job 1ifs, NO Eailials, Abbreviations of murbers)
M al m ;

37, EMPLOYEE USUALLY WORKS 37a. EMPLOYMENT STATUS 375, URDER WHAT CLASS CODE OF YOUR
E [Creautar, toll-time [Jpattime  [POLICY WHERE WAGES ASSIBRED
E hours per day, days psrweek, total weeldy hours

Dtemporary Dseasonal EXTENT OF INJURY
35, GROSS WAGESISALARY 39, DTRER PAYNENTS NOT REPORTED AS WAGESISALARY {e.g. Ups, meals, overtime, bonvses, etoj?
§ per He

Completed By {type or print}

Slgnature & Title

Data imnyddiyy)

faderal workplace safety agencies.

T Confidential Informatian may be disciosed only to the empléyes, former employee, or thelr personat representative (CCR Title 8 14300.36), o others for the pur

chaim; and under ¢erlaln clrcumstances to a pubile healthorfaw enforcement agency o 1o a consulant hired by 1he employer (CCR Title 8 14300.39), CCR Title

ose of processing a workers' campensation or other insurance
3 14300.40 requires provislan upan request to certaln state and
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FILING OF THIS FORM 1S HOT AN ADMISSION OF LIABILITY



