
 

TUSCARAWAS VALLEY LOCAL SCHOOLS 

 
EMPLOYEE INCIDENT / ACCIDENT REPORT 

Any Incident/Accident/Injury, regardless how minor, needs to be reported to your Principal/Supervisor IMMEDIATELY. 
This form is to be completed and submitted it to your Principal/Supervisor within 24 hours. 

o 

           
 

Employee Name:  ______________________________________________     Date:  _______/_______/_________ 
 
Job Classification:  __________________________________________      Employee SSN:  ______-_____-______ 
 
Department/Building: __________________________________________    Age:  ___________     Sex:  __________ 
 
Date of Accident/Incident:  _______ /_______ /_________     Time of Accident/Incident:  _____________  AM   PM 
 
Location of Incident/Accident _________________________  Time Employee Began Work: __________ AM     PM 
 
In the space below, describe what happened.  What were you doing?  What equipment, machinery or substances 
were involved?  How were you injured? 
 

____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
Describe your injury or injuries.  Be specific.  State the nature of the injury (cut, burn, bruise, etc.) and the specific 
part of body (right knee, left index finger, etc.): 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
List all witnesses to the incident that you are aware of: ________________________________________________ 
 
____________________________________________________________________________________________ 
 
Where were the witnesses located in proximity to the incident?  
 
____________________________________________________________________________________________ 
 
____________________________________________________________________________________________ 
 
Did you notify your principal/supervisor of the incident? ___ Yes ___ No    How?  ___verbal  ___ written ___ email 
 
If not, to whom did you report it? _________________________________________________________________ 
 
If not, why did you not report it? __________________________________________________________________ 
 

 

PART I: GENERAL INFORMATION 



     
           First Aid                           Professional Health Care                                    None    If none, skip to box B.    
 

Describe First Aid treatment: ______________________________________________________________________________________  
 

_____________________________________________________________________________________________________________ 
 

When?  ______________________________________________________________________________________________________ 
 

By whom?  ___________________________________________________________________________________________________ 
 

Professional Health Care Facility Taken To: _________________________________________________________________________ 
 

Name of Doctor: ______________________________________________________________________________________________ 
 

Address:_____________________________________________________________________________________________________ 
 

What treatment was rendered?  __________________________________________________________________________________ 
 

What was the diagnosis?  _______________________________________________________________________________________ 
 

B. Type of Injury. This section to be completed for all incidents/accidents. 

 

      Abrasion  Concussion   Strain/Sprain   Fracture 

      Bruise  Cut    Laceration   Puncture 

      Burn   Dislocation   Other, specify:      

              

 

 

C. Part of body involved. This section to be completed for all incidents/accidents. 

 

left     right  left  right  left  right  left            right 

     Chest               Neck                 Shoulder                  Hip          

                Back       Teeth                Upper arm             Upper leg    

            Abdomen            Face               Lower arm              Lower leg         

              Groin        Eye                  Elbow                     Knee    

                 Ear      Nose                      Scalp                   Toes             

             Fingers          Ankle                  Mouth               Hand  

          Additional Part of Body Description:            

                     

 

 

D. Cause of Incident. This section to be completed for all incidents/accidents. 

 

     Animal/Insect bite      Collision with person      Toxic substance      Fighting 

     Struck by vehicle      Struck by object       Collision with object     Lifting 

     Exposure to weather      Exposure to blood      Hot surface/substance     Slip/trip/fall 

     Other, specify:                  

                

 

Have you ever previously injured the body part(s) involved in the present injury?  _____ Yes   _____  No 
 

If so, when?  ________________________________________________________________________________ 
 

Was it work related?  __________________________________________________________________________ 
 

Who treated you previously?  ___________________________________________________________________ 
 

What was the previous diagnosis?  _______________________________________________________________ 
 

I hereby authorize any doctor, hospital, or other medical facility and/or insurance company to release all  
medical records, medical reports, records of medical expenses paid or settlements relating to this injury 
or any other illness or injury to my employer or my employer’s representative. 
 
 
________________________________________________     ________________________________ 
Employee’s Signature                                                                  Date this form was completed and submitted 
                                                                                                     to Principal/Supervisor   
________________________________________________ 
Employee’s Printed Name 

PART II: TYPE OF TREATMENT 
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