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Safety First! 

 

     
1. Name:  Social Security:  
  Last First MI  

2. Current home address:  

     

3. University Employee? Y / N TSU Student? Y / N Other (Please explain)  

4. Job title/Occupation:  Department:  

5. Job 
description: 

 

   

   

6. What are your monthly wages?  7. How many days per week do you work?  

8. Date of accident:  9. Time of accident:  10. On TSU Campus? Y / N 

11. Exact location of accident:      

       

       

12. How did accident happen?  

   

   

   

   

  

13. What part of body or property was injured/ damaged?  

   

14. To whom did you make accident report?  When did you report 
accident? 

 

15. List name(s), address(es), phone number(s) of witnesses(es):  

   

  

16. Name, address, phone of physician who provided initial treatment:  

   

17. Date first treatment received:  When did you stop working as a result of accident?  

18. Name, address, phone of present treating physician:  

   

19. When were you last treated?  Have you lost any wages on account of accident? Y / N 

20. Have you returned to work? Y / N If so, when?  

21. Have you ever had a previous injury or damage claim? Y / N If so, describe:  

  

     

    

    

    
Signature:  Date:  
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Safety First! 

 

22. Was injured person using the required equipment? _______________________________ 
  

23. What can be done to prevent a recurrence of this type of accident? Modification of  
 machinery, mechanical guards, correct environment, training? ______________________ 
  

 _________________________________________________________________________ 
  

 _________________________________________________________________________ 
  

 _________________________________________________________________________ 
   

   

24. Supervisor’s Signature: ____________________________ Date: _______________ 
    
 Department __________________________________ 
 
 

MANAGER’S APPRAISAL AND RECOMMENDATION 
  
  
1. In your opinion, what action on the part of the injured to others contributed to this accident? 
  

 _________________________________________________________________________ 
  

 _________________________________________________________________________ 
 

 _________________________________________________________________________  

   

2. Your recommendation ______________________________________________________ 
  

 _________________________________________________________________________ 
  

 _________________________________________________________________________ 
     
     
 Date ____________________ Manager’s Signature ___________________________ 
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Safety First! 

Detailed Description of Accident 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Employee Signature ____________________________________
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Safety First! 

Statement of Witness 
 
 

Print Name:  Date:  

    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Witness’s Signature ____________________________________ 


