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INCIDENT REPORT

	INJURED PERSON COMPLETES THIS FORM IN ITS ENTIRETY WITHIN 24 HOURS OF THE ACCIDENT/INCIDENT OCCURRENCE AND SEND TO:

Benefits Office.  PHONE (843) 398-2309 FAX:  (843) 398-5006

	

	Individual's relationship to the School District of Darlington:  (Please check one.)

	
	( Employee
	
	( Visitor
	
	( Volunteer

	

	Individual Identification:

	1.  Date of Accident/Incident
	
	Time of Accident/Incident
	

	

	2.  Full Name
	
	Job Title
	

	

	3.  Complete Address
	

	

	4.  Home Phone:
	
	Work Phone:
	

	

	5.  School Location/Department
	

	

	6.  SSN
	
	Birth Date:
	

	

	Accident/Incident Information:

	7.  Where did the accident occur?
	

	

	Indoors - Please provide building/room number or area such as stairs, hallway, etc.
	
	Outdoors - Describe area.

	
	
	

	
	
	

	
	
	

	

	8.  Were you performing regular job duties at the time of the accident/incident?  ( Yes     (  No

	

	9.  Was there property loss and/or damage?  ( Yes     (  No

	

	10.  Please describe details of the accident/incident.  If property damage occurred, please describe the loss or damage as best as possible.

	

	

	

	

	11.  Describe the position you were in when you were injured.  (Example:  sitting, standing, squatting, bending)

	

	

	

	12.  What, if anything, could have been done to prevent this accident/incident?

	

	

	13.  Were there any witnesses?  ( Yes     (  No  If yes, please provide name, address and phone number of all witnesses:

	

	

	

	14.  Accident/Incident was reported to:
	

	

	15.  If injury occurred, please check the portion of the body that was injured:

	

	
	( Left
	( Right
	

	

	( Hand
	( Finger (s)
	( Arm
	( Elbow
	( Wrist

	( Shoulder
	( Neck
	( Face
	( Teeth
	( Eye(s)

	( Foot
	( Toe(s)
	( Leg
	( Knee
	( Ankle

	( Head
	( Ear(s)
	( Nose
	( Throat
	( Lungs

	( Abdomen
	( Groin
	( Lower Back
	( Mid Back
	( Upper Back

	

	Type of Injury (cut, swelling, pain, exposure, bruise, burn, etc.)

	

	

	

	17.  Did the accident/incident involve a slip, trip or fall?  ( Yes     (  No

	18.  If lifting was involved, please indicate approximate weight of material being lifted and how high it was lifted:
	

	

	
	
	
	
	

	19.  Is this type of work performed on a regular basis?  ( Yes     (  No

	20.  If injury occurred, did it appear immediately?  ( Yes     (  No  If no, when did you realize you were injured?

	

	

	21.  Were you treated by a physician?*  ( Yes     (  No  If yes, physician's name:  
	

	* Physician must be approved by the South Carolina School Boards Insurance Trust.  Please contact Benefits Office at 398-2309 for physician information.
	

	

	22.  Did you go to the hospital?  ( Yes     (  No 
	Hospital Name:
	

	
	Hospital Phone:
	

	
	Date(s):
	

	
	

	23.  Did you miss work?  ( Yes     (  No  If yes, please list days away from work.
	

	
	

	

	24.  If injury occurred, is the injury an aggravation of an old injury? ( Yes     (  No

	
	
	
	
	

	Additional remarks:
	
	
	
	

	

	

	

	Signature/Authorization
I certify that the information set forth above is true and correct to the best of my knowledge.  By signing this form, I authorize any person(s) who did or who may hereafter provide medical attention, examination, or treatment, or who may possess information or knowledge which may be used to render a decision in my claim for injury/disease of _________________ (date), to disclose such information or knowledge to my employer and/or to any other agency contract by my employer to investigate this health claim.

	
	
	
	
	

	                   Employee Name (Print)
	
	        ________________________________ 

                      Employee Signature
	
	            Date


My signature below indicates the acknowledgement of the information reported by the employee to be submitted to the Benefits office. It does not represent my agreement/disagreement with the statements or information on this form.
	Supervisor Name (Print)
	Supervisor Signature


	Date


