SPRINGFIELD PUBLIC SCHOOLS

Workers Compensation Employee Incident Report 
(to be completed by employee) 
PLEASE USE TAB KEY TO MOVE FROM FIELD TO FIELD
Date of Incident:       

Time:       Incident Location:       


Employee Name:      
Address:       

City/Zip:       
Date of Birth:       

Employee Soc. Sec. No:       
Telephone #  Work:       
 Home:       

Department:  
Direct Supervisor:        FORMTEXT 

     

 Supervisor’s Telephone #: 

Duty being performed at time of incident:
Description of Incident (Be Specific)(please tab from line to line)      

     

     

     

     

     

     

     

List all Witness Names      

Body Part(s) affected:     


[image: image1.png]



Does the employee wish to seek treatment:        FORMCHECKBOX 
 Yes          FORMCHECKBOX 
 No 

Employee Signature________________________________________

Date Signed:       

TO SEEK MEDICAL ATTENTION 

CONTACT A WORKERS’ COMPENSATION

REPRESENTATIVE AT 523-0313 or 523-0312

**Completed form must be faxed to the Risk Management Office at 523-0395 immediately**

�





Indicate with an   X   the area of pain.
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