Monroe County Intermediate School District
1101 S. RAISINVILLE RD.  -  MONROE, MICHIGAN  48161  -  PHONE:  (734) 242-5799  -  FAX:  (734) 322-2660
EMPLOYEE AND SUPERVISOR REPORT OF INJURY
Employees and Supervisors must provide the following information immediately following all work-related injuries, whether medical treatment is required or not.  Completed form should be routed to Human Resources within 24 hours of work-related injury/illness.

	EMPLOYEE PERSONAL INFORMATION

	
	
	
	
	
	

	Name:
	     
	
	     
	
	     

	
	First
	
	Middle
	
	Last

	

	Address:
	     
	     
	     
	     

	
	
	
	
	City
	
	State
	
	ZIP

	
	
	
	
	
	
	
	
	

	Social Security Number:
	     
	
	Date of Birth:
	     

	
	
	
	
	
	
	
	
	

	Home Phone:
	     
	Work Phone:
	     
	

	
	
	
	
	
	
	

	Marital Status:
	 FORMCHECKBOX 
Married
	 FORMCHECKBOX 
Unmarried (Single, Widowed, Divorced)
	 FORMCHECKBOX 
Separated
	

	
	
	
	
	

	Number of Dependents:
	     
	Gender:
	 FORMCHECKBOX 
Male       FORMCHECKBOX 
Female

	
	
	
	
	

	Date of Hire:
	     
	
	Position:
	     

	
	
	
	
	

	Department:
	     
	
	Annual Salary or Hourly Rate:
	     

	
	
	
	
	

	INCIDENT INFORMATION

	
	
	
	
	
	

	Date of Injury:
	     
	Time:
	     
	Date Reported:
	     

	
	
	
	
	
	
	

	Location:
	     
	
	Drivers License #:
	     
	State:
	     

	
	
	
	(if required)
	

	Accident Description/Summary of Incident:

	     

	

	Initial Medical Treatment:
	
	
	
	

	 FORMCHECKBOX 
 None Required     FORMCHECKBOX 
 Refused    FORMCHECKBOX 
  First Aid Only     FORMCHECKBOX 
 Physician/Treatment Facility Visit     FORMCHECKBOX 
 Emergency Room Visit

	
	
	
	
	

	Witnesses:
	Name:
	
	Phone:
	

	
	Name:
	
	Phone:
	

	
	
	
	
	

	SUPERVISOR REPORT OF INJURED EMPLOYEE

	
	
	
	
	
	

	Describe Injury (include injured body part)
	     

	
	
	
	
	
	
	

	How Did Accident/Injury Happen?

	     

	

	Machine or Equipment Involved: 
	     

	
	
	
	
	

	Unsafe Acts Performed:
	     
	Unsafe Conditions Present:
	     

	
	
	
	
	

	Corrective Action Taken?
	     

	
	
	
	
	

	Has it been done?
	 FORMCHECKBOX 
 Yes       FORMCHECKBOX 
No
	If no, give reason:
	     

	
	
	
	

	SIGNATURES

	
	
	
	
	
	

	Employee:
	
	Date:
	

	

	Supervisor:
	
	Date:
	


Claim #:  _______________











