






Office Of Human Resources Supervisor Accident Report Form

Medical Treatment

Was Campus Safety contacted? Yes               No N/A

Was first aid provided? Yes               No N/A

Did the employee go to University Medical Center? Yes               No N/A

If so, what was the name of the treating physician?

Was an ambulance requested? Yes               No N/A

Did the ambulance treat the employee? Yes               No N/A

Did the employee go to the Emergency Room? Yes               No N/A

What hospital did the employee go to?

Miscellaneous

Did the employee resume work immediately after the accident? Yes               No N/A

Was anyone else injured? Yes               No N/A

If so, do they work for the same department? Yes               No N/A

Was an Accident Report Form completed for any additionally injured employee? Yes               No N/A

Were measures taken to prevent any future injury to the injured employee? Yes               No N/A

If so please describe the measures taken.

Were measures taken to prevent any future injury to other employees? Yes               No N/A

If so please describe the measures taken.

The form is to be filled out in its entirety. By submitting this form, the supervisor states that 
all the information contained in the form is accurate to the best of their knowledge.
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