Marcellus Central School District
Employee Accident Report Form

Employee Information (To Be Completed By Employee)

— / / - -
Last Name First Name Mi Date of Birth Home Phone #
Home Address City Zip Code Scheduled Hours

Position Immediate Supervisor

Information About the Incident (To Be Completed By Employee)

/ / AM/PM / /

Date of Incident Time of Incident Date Reported Individual to Whom Incident Was Reported

Event Occurred: [] During Work Hours [ Before Work Hours  [] After Work Hours

Work Location Where Injury Occurred
Did you hit your head on any surface, or were you stricken in the head?  []J Yes [ No

What were you doing just prior to the incident?

Please describe the incident:

What part(s) of your body were injured?

Were you exposed to any chemicals or another’s bodily fluids? [] Yes (insert description) [ No

Physician or Health Care Professional Information (To Be Completed by Nurse and/or Physician)

Medical care/treatment provided by school nurse: [] Yes (insert date) / / O No

Describe treatment:

Did employee receive treatment at a medical facility? [] Yes (insert date of treatment) / / [ No

If employee received treatment at a medical facility, was it WellNow that provided the treatment? [] Yes (insert physician’s
name) O No

If employee received treatment at another facility, please provide the following information:

Physician Name Facility Name Facility Phone Number
Did employee take [JOTC or []Prescription medication?  Was employee excused from work? [] Yes / / [J No
Did anyone witness the incident? [ Yes (insert name) [ No

Witness statement of incident

All Signatures Are Required Business Office Only

Was Workers Comp carrier contacted? [] Yes O No

[/
is ini - ?
Employee’s Signature Date Is this injury PESH-reportable? [ Yes [ No
Notes
[/
Supervisor’s Signature Date
[/

Nurse’s Signature Date



Please utilize the following procedure when an employee experiences a work related injury:

1. Employee visits nurse

a. Nurse evaluates the employee’s condition.

b.

Nurse completes an Employee Accident Report, employee signs
report, and nurse forwards report to employee’s supervisor (if serious
injury, see step 2).

Supervisor reviews, completes and signs the Accident Report. Send
the report to Stephanie Donovan for timely review and processing.

If an accident occurs when school is not in session or a nurse is not
present, the employee should complete (and sign) an Employee
Accident Report and deliver it to their building administrator or
supervisor within 24 hours of incident.

2. Employees in need of treatment

a.

If the employee is in need of immediate care and cannot be safely
transported, call 911 and request an ambulance.

If employee is in need of a medical evaluation and/or treatment and
is able to safely transport themselves, please contact the nearest
Urgent Care.

Be sure to mention that you are calling from the Marcellus School
District. The employee should never be asked to pay for services
through IMA.

If the injury occurs after 5:00 pm and the employee is in need of
immediate care, most urgent care facilities will not service workers
compensation cases. Therefore, if the injury requires immediate
attention the employee should go to the emergency room.



