BEANSTALK

B.J. Jordan Child Care Programs, Inc.

REPORT OF ACCIDENT/ILLNESS

WITNESS STATEMENT

WORK SITE:

Name & Job Title of Witness:

Date:

Name of Injured Worker:

Date of Accident/Illness: Hour: A.M.

Location where Accident/Illness Occurred:

P.M.

Center/Office address
Activity Injured Worker was Engaged In:

Specific activity they were performing when event happened.

Where were you?  Playground , grass area , kitchen

, office

, shed ,

sidewalk , classroom , workshop , other:

How did injury occur?

What happened? Describe the sequence of events you witnessed which directly produced the injury/illness.

Extent of Injury (if known):

Specific injury/illness and part of body affected.

Witness’s signature Date

Supervisor’s signature
(Please give original to supervisor)
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Date

10/24/24



