
   VSBA Workers’ Comp Group 
       Supervisor’s Incident Report 
             This form must be completed as soon after the accident as possible 

                   
Employee: ________________________________________________ SSN: _____-_____-_____ Incident Date ______/______/_______ 

Address:   ________________________________________________  Date of Birth: ___/___/___ Phone No.:    ____________________ 

                 ________________________________________________  District:  ________________________________________ 

City:          ________________________________________________  School:   ________________________________________ 

        Occupation:  ________________________________________ 

Describe what happened, in detail, body part affected and, if extremity involved, which side (right/left): 

__________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________________________ 

Employee Signature: _____________________________________________________________ Date: ____________________________________ 

Disposition of the injured employee: Return to work  Date ________________ Doctor  ______________________________ Home      Hospital  
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Regular Job? Yes   No  Witness(es): __________________________________________________________________________________________ 

Report delayed? Yes   No    Why? _____________________________________________________________________________________________ 

Describe any unsafe act or failure to act by employee(s) or others: ________________________________________________________________________ 

Describe any mechanical, physical, or environmental conditions that contributed to the incident: _________________________________________________ 

Describe any personal factors that contributed to the incident: ___________________________________________________________________________ 

What personal protective equipment was being used? ________________________________________________________ Was it effective? Yes   No  

What personal protective equipment should have been used? __________________________________________________ Was it available? Yes   No  

 

 
Date of report: ____/____/____ Supervisor: _____________________________________________________________  Title: ________________________ 


