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Workers’ Compensation Incident Witness Statement
INJURED EMPLOYEE NAME:___________________________________________________

DATE OF INJURY:_____________________________________________________________

WHERE DID INCIDENT OCCUR?:________________________________________________

(EXACT LOCATION)
PLEASE DESCRIBE IN DETAIL WHAT OCCURRED:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PLEASE LIST OTHER WITNESSES:______________________________________________

______________________________________________________________________________

EMPLOYEE COMPLETING FORM_______________________________________________








(PRINT)

EMPLOYEE SIGNATURE:_______________________________DATE:__________________
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