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Employee Injury/Incident Report

	Agency: DHHS-
	Employee:      

	Location:      
	Title:      

	Date of injury:      
	Time:      
	 FORMCHECKBOX 
 A.M.
	 FORMCHECKBOX 
 P.M.

	Describe clearly and in detail what happened/how you were injured:      


	What were you doing at the time of the incident/injury?



	Part(s) of body that was injured (be specific - such as left hand or right thumb):      

	Who did you report the incident/injury to?      

	When did you report the incident/injury? (give date and time and explain any delay in reporting):      

	Name all Witnesses:      

	

	Employee signature:
	Date:      












