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COUNTY OF SUMMIT
 WORK RELATED INJURY/ILLNESS REPORT

PART I – EMPLOYEE’S STATEMENT

	Name:
	     
	Home Phone:
	     
	S.S.N.:
	     

	Home Address:
	     
	Work Phone:
	     
	Date of Birth: 
	     

	City/Zip:
	     
	Male/Female:
	     
	Age:
	     


	Employed By:
	ENGINEER
	Job Title:
	     


	Complete Address Of Where You Regularly Report To Work
	       

	     


	Date of Injury/Illness
	     
	
	Time of Injury/Illness
	     


Did the incident occur: (circle one on each of the next 3 sections)

(a)  before, during or after your work shift?
(b)  on a normal, overtime or other shift?
	(c)  coming to work, while actually engaged in work for the County, on break or leaving work?

	

	COMPLETE Address of location of injury/illness
	     

	     


	Was this location on the employer’s premises? (circle one)
	YES
	NO


	Describe injury/illness (if injury, part of body effected)
	     

	     

	Describe nature of injury/illness
	     

	     

	Identify the duties performed when the accident or exposure occurred
	     

	     


DESCRIBE IN DETAIL THE EVENTS WHICH RESULTED IN THE INJURY OR ILLNESS.  

(For an injury - what were you doing?  How did it happen?  Include specific objects, substances and/or machines involved).  (If you were lifting an object -  give approximate size, weight and distance lifted).  (For an illness – describe the substance and details of how you were exposed to the substance and type of work you were doing).

       
	     

	     

	     

	

	Was there any property damage?
	     
	Yes
	     
	No
	If Yes, what property was 

	damaged?
	     


	Were there injuries to other employees or the public?
	     
	Yes
	     
	No


If yes, who was injured?     (Include phone no. where injured party can be reached)

	     


	Did you receive medical treatment?
	     
	If yes, please describe
	     

	     


Name, COMPLETE address and phone no. of doctor, hospital or other facility providing service 

	     


       
	

	Name of witness(es), COMPLETE address and phone no. 
	     


       
	     

	Witness(es) statements attached?
	     
	Yes
	     
	No


	To whom did you report the Injury/Illness?
	     


	When did you report the Injury/Illness?
	     


	Date of this report:
	     
	
	     


                                                                                                                          SIGNATURE OF EMPLOYEE

PART II – SUPERVISOR’S REPORT

	Nature of Injury/Illness (State Employee’s Complaints)
	     

	     


	Remarks/Observations
	     

	     


	Did employee report back to work?
	               
	.  If yes, when did the employee return to work?  


	     
	.  If employee has not yet returned to work, what is the estimated return 


	to work date?
	     


	Did employee die?
	     


	Date & time injury/illness reported to you?
	     


	Classified as a (check only one):


	 FORMCHECKBOX 

	Full-Time
	 FORMCHECKBOX 

	Intermittent
	 FORMCHECKBOX 

	Part-time
	 FORMCHECKBOX 

	Relief Work
	 FORMCHECKBOX 

	Other


	What actions, events or conditions contributed most directly to this accident?

	     


	     


	Prior to this accident, were any near-misses reported?  If so, describe (include dates of near-misses):

	     


	     


	Describe what has been done or will be done to eliminate or minimize the causes listed above.

	     


	     


	Approximate cost of changes, if applicable
	     


(PLEASE PRINT)

	     
	
	     


                    SUPERVISOR’S NAME                                          

   SUPERVISOR’S SIGNATURE            

	     
	
	     


                                TITLE                                                                                         DATE SIGNED                           

	     
	
	     


             DEPARTMENT/DIVISION HEAD                                        DEPARTMENT/DIVISION HEAD SIGNATURE

	     
	
	     


                                TITLE                                                                                         DATE SIGNED

SUPPLEMENTARY RECORD OF OCCUPATIONAL INJURIES AND ILLNESSES

This form can be used in place of the OSHA No. 101, and is to be used to supplement the Log and Summary of Occupational Injuries and Illnesses (OSHA No. 200).  Each establishment must maintain a record of each recordable occupational injury or illness.  This record must also be available in the establishment without delay and at a reasonable time for examination by a representative of the Department of Labor and the Department of Health and Human Services, and States accorded jurisdiction under the Act.  OSHA records must be maintained for a period of not less than five years following the end of the calendar year to which they relate.
  

Forward Original Of This Report To:  Patrick Dobbins
                                                                                                                                                                                 Rev. 5/18/99

 Alan brubaker, P.E., P.S.


____________________________________________________________________________________________________________________________________________


Summit County Engineer       








