SOUTH ORANGE COUNTY COMMUNITY COLLEGE DISTRICT
OFFICE OF RISK MANAGEMENT/BENEFITS
EMPLOYEE’S REPORT OF WORK INJURY/ILLNESS
	Employee’s Name:
	     
	Sex: 
	 FORMCHECKBOX 
 M   FORMCHECKBOX 
F

	Social Security #:
	     
	Date of Birth:
	     

	Home Address:
	     


	Home Telephone #:
	     
	Work Telephone #:
	     

	Department: (regularly employed)
	     

	Occupation: (Regular job title, not specific activity at the time of injury)
	     

	Schedule Work Days & Hours:
	     

	Date of Hire:
	     
	On Employer’s Premises?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
No

	Where did accident or exposure occur?  (address, city, and country) 

	     


	Date of Incident:
	     
	Time of Incident:
	     

	Name of Immediate Supervisor:
	     


	What were you doing when injured/illness occurred?  (Please be specific, identify tools, equipment or material you were using)

	


	Nature of Injury/Illness (Be specific; identify part(s) of body, i.e. right/left – lower/upper, etc.)

	     


	Have you ever been treated for a similar Injury/Illness?   
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	If yes, give date:
	     

	Name & address of treating doctor:
	     



	What do you recommend for preventing this type of accident? (State the specific preventive measures that can be taken by employer and workers.  Do not say “By being more careful.”)

	     



	Do you require or desire medical attention at this time?

	 FORMCHECKBOX 
 Yes (If so, please obtain a Medical Service Order form)

	 FORMCHECKBOX 
 No (If not, please sign here): _______________________________________________________________

	 FORMCHECKBOX 
 I have received current information regarding my benefits (please initial): __________________


	I declare under penalty of perjury that the foregoing is true and correct.

	Employee Signature:

	     
	Date report completed:
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