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Dr. Bob Kemp Hospice






Employee/Volunteer Accident/Injury Report

This form is to be completed within 24 hours by the employee/volunteer immediately after their accident. If your shift is between Monday to Friday 9 a.m. to 5 p.m. please forward original to Susan Doolittle, Office Administrator. If your shift is other than those times, please fold form in half put attention “Lynn  - Important” and put under the door of Ellie Sly, Director of Residential Care and then use a reception phone and dial extension 2214 and let Lynn Berven know about your accident or injury and that you have completed a form and where you placed it. 

Employee/Volunteer Name: _________________________ Date of Report: __________

Employee/Volunteer Position: _______________________  Date of Accident: ________

Date Reported: ___________________________ Time: __________________________

Exact location where accident/injury occurred: _________________________________

People present at time of accident: ___________________________________________

Nature and extent of injuries – please check appropriate boxes

	Injury To:
	Type of Injury:
	Treatment:

	(   Face or Head
	(   Lacerations
	(   First Aid

	(   Eyes
	(   Strain/Sprain
	(   Hospital

	(   Back
	(   Hernia
	(   Doctor’s Care

	(   Body
	(   Fracture
	(   None

	(   Arms
	(   Puncture
	

	(   Hands or fingers
	(   Abrasion
	

	(   Legs
	(   Amputation
	

	(   Toes or Foot
	(   Burns
	Seriousness

	(   Internal
	(   Foreign Body
	(   Serious

	(   Lungs
	(   Skin
	(   Lost time

	(
	(   Gas
	(   Fatality


Describe injury, part of body involved, specify right or left side:  ________________

________________________________________________________________________

When did you leave work?           Date: ______________________ Time: __________

State all circumstances leading up to and matters causing accident/illness: ________

________________________________________________________________________

________________________________________________________________________
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Physician: _______________________________________ Time: __________________

Physician’s Recommendation: _______________________________________________

________________________________________________________________________

______________________________________________________________________________________

What steps have been taken to prevent recurrence? __________________________________________

______________________________________________________________________________________

________________________________________________________________________

Signatures:

Injured Employee/Volunteer: ___________________________ Date: _____________

Supervisor: _____________________________________ Date: __________________ 
