Integrative Staffing Group, LLC
940 Beaver Grade Road

Coraopolis, PA  15108

412-264-4140 ext: 203 or 208    Fax:  412-865-0100

Supervisor’s Accident Report

Injured Employee:  _____________________________SSN:  ___________________D.O.B.:  ___________
Address:  ______________________________________________________________________________________                                                                           (STREET)                                                           (CITY)                                       (STATE)                (ZIP)                           

Phone Number:  (_____)___________________    Martial Status:  ____________   No. of Dep.:  ________

Occupation:  __________________________    Rate of Pay:  ________ Date of Hire:  ________________

Name and Address of Hospital / Treating Physician:  ___________________________________

_____________________________________________________________________________

Date of Injury:  ____________ Time:  _________am/pm    

Injury Reported to Whom?:  ____________________________

Name(s) of individual(s) with knowledge of injury: ______________________________________

______________________________________________________________________________

Nature of injury/body part affected:  ____________________  Supervisor:  ______________​​​​____

Description of Accident: (How did accident occur, objects, tools equipment used, etc.)  ___________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Location/Dept. of Accident:  ____________________________________

Was there a rule /procedure violation or an unsafe act?  _____________ If yes, explain:  _______

______________________________________________________________________________

Explain any mechanical, physical or environmental condition that contributed to the accident:  

______________________________________________________________________________

______________________________________________________________________________
Was protective equipment used or not applicable? ______ If used, what?  ___________________

______________________________________________________________________________

What actions are taken to prevent a recurrence?  ______________________________________

______________________________________________________________________________

Is employee back to work?  __________  If so, what date:  ____________________________

Supervisor’s comments and recommendations:  _______________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

__________________                                 ____________________________________________

      Date of Report
                                       Name of Supervisor Completing Report

