Okeechobee County School Board
Report of Employee’s Job-Related Accident/Illness
Employee: The purpose of completing this form is to notify your supervisor of your job-related accident/illness.  You may choose not to seek medical attention at this time.  However, if you wish to see a doctor, the Risk Manager’s office must be contacted at 462-5000, ext. 261 for authorization.  You will be directed to the Raulerson Hospital emergency room, or Raulerson Company Care located next door in the blue-topped office building, 1926 Highway 441 N.  Board Policy 6.45 Alcohol and Drug Free Workplace VII.D. Post-Accident Testing states:  An employee shall be subject to a drug screening immediately following a work-related accident or injury.
Office Personnel: Please call and fax a copy of this report to the Risk Manager at 462-5204 immediately if medical attention is needed.

Name ____________________________________School/Dept. _____________________________________

Address __________________________________________________ Personal Phone ___________________
Exact Job Title __________________________ Date of Accident _________ Time of Accident _________AM/PM
Exact Location of Accident
___________________________________________________________________
Describe how accident or illness occurred
________________________________________________________

_________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Had you received prior direction or training regarding situation that lead to your accident/illness? □ yes   □ no      

If yes, describe_____________________________________________________________________________

Were you following directions as given or described during the training?  □ yes   □ no      
Had you received personal protective equipment prior to your accident/illness?  □ yes   □ no      

If yes, describe _____________________________________________________________________________

Were you using the protective equipment at the time of your accident/illness? □ yes   □ no      
Describe the injury/illness and indicate body part affected. (For example, amputation of right index finger at second joint, fractured ribs, lead poisoning, etc.)


__________________________________________________________________________________________

_________________________________________________________________________________________

Witnesses to your accident/illness______________________________________________________________
_______________________/____________
                        _______________________/____________

Employee’s Signature
Date
                          Administrator’s Signature
Date

ACCIDENT INVESTIGATION REPORT

(To be completed by Administrator)

(1) 
Witness(es):
_____________________________________________________________________________________________

___________________________________________________________________________________________________________
(2)  Summary of Investigation ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(3)
Was personal protective equipment required? Yes (   )     No (   )

If yes, describe ___________________________________________________________________________________________

Was it provided? Yes (   )     No (   )

If yes, describe ___________________________________________________________________________________________

Was it used appropriately? Yes (   )     No (   )


If no, describe ____________________________________________________________________________________________

(4)
Was safety training/direction provided prior to accident/illness? Yes (   )     No (   )

If yes, describe ___________________________________________________________________________________________
(5)
Is additional safety training related to this accident necessary? Yes (   )    No (   )      If “yes”, specify 

___________________________________________________________________________________________________________


___________________________________________________________________________________________________________
_______________________________________________________________Date Completed_______________________________
(6)
Interim corrective actions taken to prevent recurrence:
____________________________________________________________

___________________________________________________________________________________________________________
_______________________________________________________________Date Completed_______________________________
(7)
Permanent corrective actions recommended to prevent recurrence:
___________________________________________________

___________________________________________________________________________________________________________________________________________________________________________Date Completed_______________________________
______________________________________________
_________________________________
Administrator’s Signature
Date

A copy of this Accident Investigation Report is to be submitted to the Risk Manager as soon as investigation of accident/illness is complete. Provide photos of accident area and witness statements. 
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