
UNIVERSITY OF IDAHO

SUPERVISOR'S ACCIDENT REPORT
	Supervisor’s Name (print or Type)

     
	Position/Title

     
	Work Phone #

     
	Campus Zip

     

	Claimant’s Name

     
	Position/Title

     
	Work Phone #

     
	Campus Zip

     


Note:  If additional space is needed for any section, please attach a separate page.

	1.
Date of accident       
	Time of accident:        

	2.
Date supervisor was notified:       
	Time of notification:        

	3.
Location of accident:        

	4.  Type of accident: 
      FORMCHECKBOX 
 Slip, Trip or Fall (on same level)  
 FORMCHECKBOX 
 Fall (from elevation)        FORMCHECKBOX 
  Fall (from equipment)  
 FORMCHECKBOX 
  Overexertion     

      FORMCHECKBOX 
 Cumulative trauma                         
 FORMCHECKBOX 
  Struck by / against 
 FORMCHECKBOX 
  Punctured by             
 FORMCHECKBOX 
  Bitten or stung by
      FORMCHECKBOX 
  Caught between / in              
 FORMCHECKBOX 
  Contact with              
 FORMCHECKBOX 
  Exposure to                
 FORMCHECKBOX 
  Vehicle Accident    
      FORMCHECKBOX 
  Other (Please specify):      
	

	5a.  Parts of body affected: (mark all that apply)
 FORMCHECKBOX 
   None

 FORMCHECKBOX 
    Abdomen

 FORMCHECKBOX 
    Ankle:
 FORMCHECKBOX 
 Left        
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Arm:   
 FORMCHECKBOX 
 Left      
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Back: 
 FORMCHECKBOX 
  Lower  
 FORMCHECKBOX 
 Middle     FORMCHECKBOX 
 Upper
 FORMCHECKBOX 
    Body System:

      FORMCHECKBOX 
 Respiratory     FORMCHECKBOX 
 Nervous    FORMCHECKBOX 
 Circulatory    FORMCHECKBOX 
 Gastrointestinal
 FORMCHECKBOX 
    Brain
 FORMCHECKBOX 
    Buttock: 
 FORMCHECKBOX 
 Left        
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Chest

 FORMCHECKBOX 
    Ear:    
 FORMCHECKBOX 
 Left      
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Elbow:    
 FORMCHECKBOX 
 Left      
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Eye:       
 FORMCHECKBOX 
 Left      
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Face

 FORMCHECKBOX 
    Finger(s):  

      FORMCHECKBOX 
 Thumb   
 FORMCHECKBOX 
 Index    
 FORMCHECKBOX 
 Middle    FORMCHECKBOX 
 Ring    FORMCHECKBOX 
 Little
 FORMCHECKBOX 
    Foot:       
 FORMCHECKBOX 
 Left       
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Groin

 FORMCHECKBOX 
    Hand       
 FORMCHECKBOX 
 Left       
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Head

 FORMCHECKBOX 
    Hip        
 FORMCHECKBOX 
 Left     
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Knee     
 FORMCHECKBOX 
 Left      
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Leg          
 FORMCHECKBOX 
 Left      
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Mouth

 FORMCHECKBOX 
    Neck

 FORMCHECKBOX 
    Nose

 FORMCHECKBOX 
    Pelvis

 FORMCHECKBOX 
    Rib(s)     
 FORMCHECKBOX 
 Left-side
 FORMCHECKBOX 
 Right-side
 FORMCHECKBOX 
    Shoulder 
 FORMCHECKBOX 
 Left      
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Teeth

 FORMCHECKBOX 
    Toe(s)

 FORMCHECKBOX 
    Wrist     
 FORMCHECKBOX 
 Left      
 FORMCHECKBOX 
 Right
 FORMCHECKBOX 
    Other:  Please specify:  
	5b.   Nature of injury:  (mark most serious one)

 FORMCHECKBOX 
   No apparent injury                            FORMCHECKBOX 
    Fatality

 FORMCHECKBOX 
   Abrasion, scrapes

 FORMCHECKBOX 
   Amputation

 FORMCHECKBOX 
   Bruise (Contusion)

 FORMCHECKBOX 
   Burn (heat / electrical)

 FORMCHECKBOX 
   Burn (chemical)

 FORMCHECKBOX 
   Carpel Tunnel Syndrome

 FORMCHECKBOX 
   Concussion

 FORMCHECKBOX 
   Contagious disease

 FORMCHECKBOX 
   Crushing Injury

 FORMCHECKBOX 
   Cut(s), laceration(s)

 FORMCHECKBOX 
   Dermatitis

 FORMCHECKBOX 
   Dislocated

 FORMCHECKBOX 
   Hearing loss

 FORMCHECKBOX 
   Foreign body

 FORMCHECKBOX 
   Fractured

 FORMCHECKBOX 
   Frostbite

 FORMCHECKBOX 
   Heat Exhaustion

 FORMCHECKBOX 
   Heat Stroke

 FORMCHECKBOX 
   Hernia

 FORMCHECKBOX 
   Herniated disc

 FORMCHECKBOX 
   Illness

 FORMCHECKBOX 
   Infection

 FORMCHECKBOX 
   Inflammation of

 FORMCHECKBOX 
   Irritation of

 FORMCHECKBOX 
   Poisoning

 FORMCHECKBOX 
   Puncture

 FORMCHECKBOX 
   Sprain / strain

 FORMCHECKBOX 
  Other: Please specify:      


	6.
Was the claimant on duty at the time the accident occurred?        

Yes  FORMCHECKBOX 
   
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	7.
Was the accident caused by a non-Ul employee or faulty equipment?   

        If yes, please specify:       
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	8.
Were there any witnesses?

  
If yes, please list names, positions, and phone numbers:      
	Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 



	9.
Does the claimant have any illness or prior injuries related to this injury that you are aware of? 
       If yes, please describe:        
	Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	10.
Are you aware of any non-work related factors or conditions that may have contributed to this injury/illness?
	Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 


	If yes, please describe:       


	11.
Did the claimant leave work due to this injury?   
 If yes, please indicate date and time:         Date:              Time:            
	Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 



	If medical treatment was provided, a written work-release from the medical                                                                      provider must be obtained before allowing the claimant to return to work

	12.
Did the claimant return to work?  

If  yes, please indicate date and time:         Date:             Time:            
	                              N/A  FORMCHECKBOX 
       Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	13.
If not, do you know when the claimant is expected to be able to return to work?
                                        N/A  FORMCHECKBOX 
        Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

       If  yes, please indicate date and time:         Date:             Time:            

	14.
Has the claimant been in touch with you since the injury?                                                                                                  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	15.
If no, have you tried to contact the claimant?                                                                                                  N/A  FORMCHECKBOX 
        Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	16.
Has any related time loss or restricted-duty beyond the date of injury already occurred or is it anticipated?                    Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 


	Days of related time loss and/or restricted-duty beyond the date of injury must be tracked and reported to the Payroll Services Benefits Team.  For additional information, please call (208) 885-3697

	17.
Classify the claimant’s normal physical job activity:  (How much bending, stooping, lifting, etc. is required.)

	None (0%):   FORMCHECKBOX 

Occasionally (1%-33%):   FORMCHECKBOX 
  
Frequently (34%-66%):   FORMCHECKBOX 

Continuously (67%-100%):   FORMCHECKBOX 


	18.
If the claimant’s abilities to perform normal job tasks are limited, what can be done to modify the job?       

	19.  How did the accident happen?  (State specific job being done; machinery, tools, or object involved; other contributing factors.)        



	The following sections have been designed to assist you in determining the cause(s) of the accident and how this type of accident can be prevented in the future.  This is an important responsibility of the supervisor for maintaining a safe work environment. 

	20.  Why did the accident happen?

Unsafe workplace conditions: (Check all that apply)
 FORMCHECKBOX 
 Lack of written procedures

 FORMCHECKBOX 
 No training or insufficient training

 FORMCHECKBOX 
 Exposure to hazardous energy

 FORMCHECKBOX 
 Animal hazard

 FORMCHECKBOX 
 Hidden hazard

 FORMCHECKBOX 
 Unguarded hazard

 FORMCHECKBOX 
 Missing or inadequate guard

 FORMCHECKBOX 
 Poor housekeeping

 FORMCHECKBOX 
 Inadequate lighting

 FORMCHECKBOX 
 Inadequate ventilation

 FORMCHECKBOX 
 Excessive noise levels

 FORMCHECKBOX 
 Safety device damaged or defective

 FORMCHECKBOX 
 Lack of appropriate equipment / tools

 FORMCHECKBOX 
 Tool or equipment damaged or defective

 FORMCHECKBOX 
 Poor workstation set-up (ergonomics)

 FORMCHECKBOX 
 Walking/working surface: 

      FORMCHECKBOX 
 Icy    FORMCHECKBOX 
Wet   FORMCHECKBOX 
 Obstructed   FORMCHECKBOX 
  Defective

 FORMCHECKBOX 
  Unsafe access

 FORMCHECKBOX 
  Lack of handrails or guardrails

 FORMCHECKBOX 
 Lack of needed personal protective equipment

 FORMCHECKBOX 
  Environmental exposures:   FORMCHECKBOX 
 Hot   FORMCHECKBOX 
  Cold   FORMCHECKBOX 
  Wet

 FORMCHECKBOX 
 Personal factors

       FORMCHECKBOX 
  Fatigue    FORMCHECKBOX 
  Frustration     FORMCHECKBOX 
  Medications

 FORMCHECKBOX 
 Other:      
 FORMCHECKBOX 
 N/A


	Unsafe work practices: (Check all that apply)
 FORMCHECKBOX 
  Failure to follow written, posted or established procedures

 FORMCHECKBOX 
  Failure to recognize and/or report a hazard

 FORMCHECKBOX 
  Failure to use mechanical guards or other safeguards provided

 FORMCHECKBOX 
 Making a safety device inoperative

 FORMCHECKBOX 
 Using damaged or defective equipment

 FORMCHECKBOX 
 Working in an unsafe position or posture

 FORMCHECKBOX 
 Too much force

 FORMCHECKBOX 
 Too much repetition without sufficient rest breaks

 FORMCHECKBOX 
 Operating without permission

 FORMCHECKBOX 
 Operating at unsafe speed

 FORMCHECKBOX 
 Operating in an unsafe manner

 FORMCHECKBOX 
 Failure to use available equipment / tools

 FORMCHECKBOX 
 Using equipment or tools improperly

 FORMCHECKBOX 
 Unsafe moving or lifting by hand

 FORMCHECKBOX 
 Loss of Balance, Traction or Grip

 FORMCHECKBOX 
 Eyes not on task 

 FORMCHECKBOX 
 Mind not on task

 FORMCHECKBOX 
 Being in or Moving into the “Line of Fire”

 FORMCHECKBOX 
 Failure to wear personal protective equipment

 FORMCHECKBOX 
 Unsafe/inadequate clothing

 FORMCHECKBOX 
 Distraction, teasing, horseplay

 FORMCHECKBOX 
 Unsafe actions of a person other than the claimant

 FORMCHECKBOX 
 Other:      
 FORMCHECKBOX 
  N/A

	21.  Why did the unsafe conditions exist?       

	22.  Why did the unsafe work practices occur?                


	23.
What corrective actions have been taken to prevent similar accidents?  (Check all that apply)
    
 FORMCHECKBOX 
  Hazardous conditions have been reported to the department responsible for addressing them
   
 FORMCHECKBOX 
  Hazard(s) has been or will be engineered out or otherwise eliminated                                                                                                                                          

 FORMCHECKBOX 
  Administrative controls will be implemented:  (e.g., warnings posted, access to hazardous areas prohibited/restricted, task rotation schedules implemented, weight-restriction and/or two-person rule for task implemented, etc.)     


 FORMCHECKBOX 
  A Job Hazard Analysis has been or will be completed for the task that was being performed when the accident occurred

   
 FORMCHECKBOX 
  Training in written or established procedures has been or will be provided

  
 FORMCHECKBOX 
  Personal Protective Equipment has been or will be provided and required to be used

       Specify:           

	24.
Additional comments/information:        

	This report has been reviewed by:


               
SUPERVISOR’S SIGNATURE                                                                                              DATE


                  
UNIT ADMINISTRATOR’S  SIGNATURE                                                                         DATE

                                                                                                                                                                                                                    031009                                                      








Org Code (EHS Only)
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