BEANSTALK

B.J. Jordan Child Care Programs, Inc.

SUPERVISOR’S REPORT OF ACCIDENT/ILLNESS FOR STAFF

CENTER/SITE: Date:

Name of Injured:

Occupation:

Date of Accident/Illness: Hour: A.M. P.M.
Time employee began work: AM. P.M.

Location where Accident/Illness Occurred:

Center/office & address

Activity Engaged In:

What were they doing?

Extent of Injury:

What Was Done For Injured:

Witnesses To Accident/Incident:

Did employee leave work? Date Hour AM./P.M.

Did employee return to work? Date Hour A.M./P.M.

Was employee acting in Regular Line of Duty?

Where did injury occur?

Playground/center room/kitchen/office,etc...
How did injury occur?

What happended.

Did you see the accident? Was employee provided with a DWC-1 form?

Date: Time:

What steps should be taken to prevent a similar accident?

(Please send original to central office, and make a copy for the center/site file

Supervisor’s signature:

Date
Date rec’d by HR
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