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BRIDGEWATER STATE UNIVERSITY
EMPLOYEE WORK-RELATED INJURY/ILLNESS REPORT

EMPLOYEE INFORMATION

Name: ________________________________________________________________________

                 (First)                                                 (Middle)                                             (Last)

Sex:    FORMCHECKBOX 
Male      FORMCHECKBOX 
Female       Social Security Number________________________________
Employee Home Address:  Street __________________________________________________

City: _________________________________________________  State:_____   Zip:_________ 

Home Telephone: _________________________________     Date of Birth ________________     

EMPLOYMENT INFORMATION

Position Title:__________________________________________________________________
Department: ___________________________________________________________________

Status:    FORMCHECKBOX 
Full-Time Employee     FORMCHECKBOX 
Part-Time Employee              Work Hours/Week________
Shift:      FORMCHECKBOX 
1st     FORMCHECKBOX 
2nd      FORMCHECKBOX 
3rd           Number of scheduled days off per week _______________
INJURY/ILLNESS INFORMATION

Date of Injury/Illness: _________________    Time of event: __________A.M./P.M.

Time work began on date of injury/illness: __________A.M./P.M.  
Event occurred:  FORMCHECKBOX 
Before   FORMCHECKBOX 
During   FORMCHECKBOX 
After  Work Shift

Date reported: _________________ Injury/Illness reported to: ___________________________
What were you doing just before the event occurred?  Describe the activity as well as any tools, equipment or material you were using.   Be specific.  Example: Walking down the hallway carrying supplies.

______________________________________________________________________________
How did the injury or illness occur?  Example: I tripped over an electrical cord and fell to the floor.
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
What was the source of the injury or illness?  Source means the object or substance that directly harmed you.  Example: The floor

______________________________________________________________________________

Nature of injury or illness: Describe the nature of the injury or illness.  Example: Sprain
______________________________________________________________________________

Body part(s) affected: Example: right wrist
______________________________________________________________________________

Where did the injury or illness occur? 

Building _______________________________  Location ______________________________

Was the event witnessed?

 FORMCHECKBOX 
 Yes       
 FORMCHECKBOX 
 No

If Yes, complete the following:

Name of Witness: ______________________________________________________________ 

Title


     Telephone____________
Name of Witness: ______________________________________________________________ 

Title


     Telephone____________
Name of Witness: ______________________________________________________________ 

Title


     Telephone____________
Did you seek medical attention?
      FORMCHECKBOX 
 Yes           
 FORMCHECKBOX 
 No

If Yes, where?
a. Facility:_____________________________________________________________
b. Street:_______________________________________________________________
c. Town: _______________________________________________________________

d. Zip Code: __________________

Do you expect to lose time from work? 
      FORMCHECKBOX 
 Yes           
 FORMCHECKBOX 
 No

Employee Signature






  
Date______________________
01/11

