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Wayne- estland Community Schools/ Employee Services epartment 
PL E I I P 

ark Location District Position 

ust be completed by the mployee in their own handwriting) 

Time: _________ A.M. / P. .Date of the Accident 

Describe the nature of the injury or illness (Example: burn, cut, fracture) ____________ _ 

Part of the body directly affected by the injury or illness (Example: right wrist, left hand) _______ _ 

Describe the events which caused the injury (Example: fell from a ladder, chemical exposure) _____ _ 

How here transported for medical attention (if necessary) _________________ _ 

Medical treatment needed 

Names of witnesses to the accident 

Signature of Injured ____________________ _ Date 

Date of Investigation ________________ _ Time: A.M. / P.M. 

hat action is recommended to prevent a similar accident _________________ _ 

Additional Comments 

Signature of Investigator _________________ _ 

---······· ··•······-·· ------- ---------------------------' 

Signature of Supervisor _________________ _ 

Title Date reported to the insurance 

HITE & YELLOW Copies: Insurance Office/ PINK Copy: Originator 

Date 

Date 

office _________ _ 
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