
OXNARD UNION HIGH SCHOOL DISTRICT 

SUPERVISOR'S REPORT OF EMPLOYEE ACCIDENT/INJURY 
(Workers' Compensation Form) 

IMPORTANT: ALL INJURIES MUST BE REPORTED WITHIN 24 HOURS 

NAME OF INJURED.__________________________________________________________ 
 First Middle Initial Last 

JOB TITLE: _________________________________________________________________ 
 
WORK SCHEDULE ________________Hours per day:______  Days per week: _________ 
 
DATE OF ACCIDENT: ________________________      HOUR:_______________________ 

 
DATE REPORTED: ___________________________     HOUR:_______________________ 
  
ACCIDENT LOCATION: _______________________________________________________ 

Documentation & Background Information 

l.  Describe in detail the nature of the injury (e.g. cut, strain, fracture, skin rash, etc.): 
 

            _______________________________________________________________________ 

2.  Part of body affected (e.g. back, left wrist, right eye, etc.):         
 

 
3. Did the employee receive medical treatment?   ____ Yes   (date:___________ time:_______) 
  ____No  ____Refused medical treatment at this time 
 
4. Medical facility utilized: 
 
               
 
5.     Did employee return to work?   Date:_________________ Time:___________________ 

 
6.   Was the employee working in regular line of duty?______ (If no, please give specific 

 explanation.) 

          

 

(Continued on next page ) 



 

7. Describe specifically how the accident/injury occurred: 
 

 
8. Describe the type of activity the employee was engaged in when the accident/injury occurred: 

 

 

9. What steps have been taken to prevent similar accident: 

  
 

 

10. List the employees or other individuals who witnessed this accident. 
 

 

 

 
      Supervisor's Name 
 
 
       
      Signature                                                                               Date 
 
 
 
 
Note:  Email completed form to Business Services at sylvia.abuaita@oxnardunion.org  
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