SOUTHINGTON PUBLIC SCHOOLS
EMPLOYEE WORK-RELATED ACCIDENT REPORT

Immediately following a work-related accident, the employee will complete this form, then forward to building administrator/supervisor to complete and sign the shaded section at the bottom.

*If the employee was exposed to Bloodborne Pathogens, complete the BLOOD/BODY FLUID EXPOSURE INCIDENT REPORT.

	Injured Employee’s Name:
	[bookmark: Text1]     
	School/Building:
	     
	Department:
	     

	Employee’s Address/City/State/Zip:
	     



	Date of Birth:
	     
	Phone #1:
	     
	Phone #2:
	     

	Occupation:
	     
	Date of Report:
	     
	Date of Accident:
	     



	[bookmark: _Hlk42937333]Time employee started work:
	     
	[bookmark: Check1][bookmark: Check2]|_| am   |_| pm
	Time of accident:
	     
	|_| am   |_| pm



	Indicate the part(s) of the body affected:
	     



Describe fully how the accident occurred and what employee was doing when injured.  Describe the work/tools in use.
	     



[bookmark: Check3][bookmark: Check4]Personal Protective Equipment (PPE) required?    |_|Yes   |_| No               Was PPE in use?    |_|Yes   |_| No 
If no PPE in use when required, explain why.
	     



List all known factors that contributed to this incident.
	     



Please check all that apply:        |_| First Aid             |_| Doctor Visit           |_| Lost Time Injury 
	Treatment administered:
	     
	Date/Time of first treatment:
	     



Identify the treatment provided by the school nurse.
	     

	If seen by physician, provide name/address of physician/health care provider.
	     

	If injury resulted in days away from work, start date of incapacity.
	     
	Return to work date.
	     

	Witness(es)name(s):
	     



	Signature of Employee:
	
	Date:
	


Send all medical forms associated with this accident to the HR office at Central Office.


TO BE COMPLETED BY SUPERVISOR
[bookmark: Check5]Can corrective action be taken to prevent a reoccurrence?   |_|Yes   |_| No
What corrective action will be initiated to prevent a reoccurrence? 
	     


Provide copies to  |_| Principal/Supervisor  |_| HR Office   |_| Operations Administrator

[bookmark: Text2]First date notified of the injury:      			Time of notification:      	|_| am   |_| pm

Signature of supervisor: 								Date: 				=
Rev. 06/2025
