UNITED COMMUNITY ACTION NETWORK
REPORT OF ACCIDENT – On-the-Job Accidents
(Employee should complete this form as soon as possible following accident.  Then submit promptly to supervisor for input.  When completed, send to Human Resources)
EMPLOYEE       
PROGRAM      
DATE OF ACCIDENT      
TIME       AM/PM

ACCIDENT LOCATION      
DESCRIBE ACCIDENT FULLY (What happened and why; identify unsafe conditions and/or practices.)

     
DESCRIBE INJURY (body part; bruise/cut/strain, etc.)

     
DESCRIBE FIRST AID/MEDICAL TREATMENT (when and by whom)

     


WITNESSES AND PHONE NUMBERS

     
WHEN WAS ACCIDENT REPORTED?      
TO WHOM?      
REPORTED WITHIN 24 HOURS OF THE ACCIDENT? 

  FORMCHECKBOX 
 YES        FORMCHECKBOX 
 NO

If not, why not?
     
WAS THE ACCIDENT CAUSED BY FAULTY EQUIPMENT?  

 FORMCHECKBOX 
 YES        FORMCHECKBOX 
 NO 

If yes, preserve equipment for safety team review.  Identify equipment.
     
WAS THE ACCIDENT CAUSED BY ANOTHER PERSON NOT EMPLOYED BY UCAN?
   FORMCHECKBOX 
 YES        FORMCHECKBOX 
 NO

NAME AND ADDRESS      
WHAT CORRECTIVE ACTION WAS TAKEN, OR IS PLANNED, TO PREVENT SIMILAR ACCIDENTS FROM OCCURRING IN THE FUTURE?

     
IS A PREVIOUS INJURY OR CONDITION OF THE EMPLOYEE A CONTRIBUTING FACTOR? FORMCHECKBOX 
 YES        FORMCHECKBOX 
 NO

If yes, explain      
_______________________________________________________________

____________________

EMPLOYEE SIGNATURE









DATE
_______________________________________________________________

____________________

SUPERVISOR SIGNATURE








DATE
10/09
