SKIDMOREOLLEGE

This form should be faxed to Human
Resources at ext. 5805 within 24

Accident Reporting Form for Employees andEShyndieydes hours of accident by the Supervisor

Form Must B mpleted By th

Complete and check all thagpply

rvisor While Interviewing Empl

Date of Injury: Time ofnjury: ShiftBegan: Accident happened whilewty:
(mm/dd/yy) O amOpm O am pm O Yes O No
Print Name (Last, Fi\t): Dateof Birth; Employee INumber:
(mm/dd/yy
HomeAddress: HomeTelephonBlumber:
Street
City State Zip CellNumber:

First Full Lost Work Day Due to Injury:
(mm/dd/yy)

Medical Care Provided on Dagaiflent: [IYes [ No

Regular Work Shiftom ClamCpmto ClamCd pm
Regular DayGff:

Medical Care Providzyl

DateMedical Care Provided:
(mm/dd/yy)

If medical care or lost work time is a result of a previous accident, indicate date of agriginal accident:

(mm/ddlyy)

LIEmployee ] Student Employee

Employee’s Date of Himen/dd/yy)

OFullTime [ PartTime

Job Title:

JobDept.:

Specifically where did the injury occur (i.e. dining hall kitchers! fBiartatakviell, walkway in front of Facilities):

Part(s) of body injured (i.e. left arm bagigr

Nature of Injury (i.e. sptain, rash, pulled musatajsed):

Was the injury caused by a Sharp (needlestick or contaminated sharp olfj@d?) If YES, please indicate the specific de

brand.

What were you doing when the accident or exposure happened?




The following is a reminder about your responsibilities should you have an accident whilewnrtk@ace.

Your Responsibilities

X Immediately report your injury to your Supervisor matter how minor thanjury.
X Initial medicaltreatment andfor 30daysfollowing awork relatedinjury mustbe managedhrough:
Occupational Medicine
2388 Route 9
Malta, NY 12020
Phone: (518886-5412
Monday-Friday:8:00amto 5:00pm

Directiondrom SkidmoreCollegego Occupational MedicineTakel-87Southto Exitl2.FollowN Y-67Easto

traffic circle. Takethe first exitonto U.S.9 S. Travel.5 milesandturn right on KnabneiRdinto 2388
ProfessionaDfficeSuites Takefirstdriveonf i 4 0O . 3 7 T d ( ) T

0



SUPERVISORS’ ACCIDENT INVESTIGATION REPORT
(To be completied theSupervisor)

EMPLOYEE'S INFORMATION (type or print)

INJURED EMPLOYEE'S  NAME:






	Accident Reporting Form for Employees and Student Employees
	Form Must Be Completed By the Supervisor While Interviewing Employee
	SUPERVISORS’ ACCIDENT INVESTIGATION REPORT
	Please Complete the Supervisor’s Accident Investigation Form and forward to the
	Department Director within 24 hours (or as soon as practical thereafter) of the Date of Accident.

