
G:\Fiscal\HUMAN RESOURCES\Workers Compensation\ACCIDENT REPORT STAFF.doc 10/24/24 

BEANSTALK 
B.J. Jordan Child Care Programs, Inc. 

REPORT OF ACCIDENT/ILLNESS 
FOR STAFF 

 
WORK SITE: ________________________________________  Date:____________ 
 
Name of Injured: _________________________________________________________________ 
 
Job Title: _______________________________________________________________________ 
 
Date of Accident/Illness:__________________________ Hour:  A.M.________  P.M. ________ 
 
Time you began work for the day:  A.M.___________   P.M.___________  
 

Location where Accident/Illness Occurred: ____________________________________________ 
Center/Office address 
Activity Engaged In: _______________________________________________________________ 
Specific activity you 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 which directly produced the injury/illness. 

_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
Extent of Injury: __________________________________________________________________ 
Specific injury/illness and part of body affected. 

 
What Was Done For Your Injury:____________________________________________________ 
 
Did you leave work? _______   Date________________  Hour  ___________ A.M./P.M. 
 

Did you return back to work?  Date ________________  Hour ___________ A.M./P.M. 
Must have a doctor’s note to return. You must use PTO or unpaid time for Dr. visits or physical therapy, etc…after 
the initial doctor visit. 
Did you receive a DWC-1 claim form?____________ 
 
Did you go to our medical clinic or your doctor for treatment? _________ 
 
What could you do to prevent a similar accident? _______________________________________ 
__________________________________________________________________________________ 
 
Witnesses To Incident: ________________________________________________________ 
List names 
 
______________________________________________________ ________________ 
Employee’s signature       Date 
 
______________________________________________________ ________________ 
Supervisor’s signature       Date 
(Please give original to supervisor) 


