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Village of Royal Palm Beach, Florida

Accident / Incident Investigation Report

	NAME:
	     
	DATE :
	8/29/2007 FORMTEXT 

8/8/2005


	POSITION / CLASSIFICATION:
	     
	SHIFT/ HOURS :
	     
	DEPARTMENT/DIVISION:
	     


	PERSONAL INFORMATION

	HOME ADDRESS    
	CITY
	STATE
	ZIP

	     
	     
	     
	     

	S/S #
	Date of Birth
	TELEPHONE #
	EMPLOYEE
	INJURY
	

	     
	     
	     
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	 FORMCHECKBOX 
  ADULT
	 FORMCHECKBOX 
  MINOR


	DESCRIPTION

	EMPLOYEE’S DESCRIPTION OF ACCIDENT (INCLUDE CAUSE OF INJURY)

	     

	DESCRIPTION OF INJURY / PROPERTY / DAMAGE THAT OCCURRED
	PART OF BODY AFFECTED

	     
	     

	ADDRESS/LOCATION OF ACCIDENT/INCIDENT
	DATE ACCIDENT / INCIDENT
	TIME ACCIDENT / INCIDENT

	     
	     
	     

	WHO WAS THE ACCIDENT/INCIDENT REPORTED TO?
	WHEN WAS THE ACCIDENT/INCIDENT FIRST REPORTED?

	     
	     


	MISCELLANEOUS INFORMATION

	DID THE INJURY REQUIRE MEDICAL TREATMENT?
	WAS 911 CALLED?
	DID EMPLOYEE LOSE TIME?

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	 FORMCHECKBOX 
  NA

	DID THE INDIVIDUAL DECLINE MEDICAL TREATMENT?
(Employee should notify their supervisor should they later request treatment)
	WHAT FACILITY DID THE INDIVIDUAL GO TO FOR TREATMENT?

	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO
	     
	 FORMCHECKBOX 
  N/A

	HOW MUCH TIME WAS LOST, MORE THAN 4 HOURS?
	DID ACCIDENT RESULT IN LIGHT DUTY FOR EMPLOYEE?

	     
	 FORMCHECKBOX 
  YES
	 FORMCHECKBOX 
  NO


	UNSAFE

	UNSAFE CONDITION OR UNSAFE ACT (DESCRIBE):

	     

	EMPLOYEE/SUPERVISOR:  WHAT COULD HAVE PREVENTED THE INCIDENT?

	     


	INITIAL ACTION TAKEN (DESCRIBE):

	     


	WITNESS (must attach statement)- (if no witnesses, enter “NONE”)
	WITNESS (must attach statement)

	     
	     


	APPROVAL / SIGNATURES:

	APPROVED:   FORMCHECKBOX 
  (Supervisor agrees with description of accident/incident)
	DENIED:   FORMCHECKBOX 
 (Supervisor disagrees with description of accident/incident)

	Any person who, knowingly and with intent to injure, defraud, or deceive any employer or employee, insurance company, or self-insured program, files a statement of claim containing any false or misleading information is guilty of a felony of the third degree.  I have reviewed, understand and acknowledge the above statement.

	EMPLOYEE SIGNATURE:
	     
	
	DATE:       

	
	PRINT NAME
	SIGNATURE
	

	
SUPERVISOR SIGNATURE:
	     
	
	DATE:       

	
	PRINT NAME
	SIGNATURE
	

	
DEPT DIRECTOR’S SIGNATURE:
	     
	
	DATE:       

	
	PRINT NAME
	SIGNATURE
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