TEXAS SOUTHERN UNIVERSITY
Supervisor’s Report of Incident, Injury or Illness

	Employee’s Name (First M.I. Last)
	Sex

□M

□F
	Date of incident
	Time of incident

a.m.

p.m.
	Date lost time began

	Marital Status

□Married  □Widowed   □Separated   □Single    □Divorced
	T#
	Date of Birth
	Home Phone

	Does employee speak English?      □   Yes      □   No          If no, please specify language  _____________________________


	Employee Work Phone #


	How did the incident / injury occur?  (Continue on reverse if necessary)


	Employee’s Mailing Address

_______________________________________________
Street or P. O. Box

_______________________________________________
City                       State           Zip Code        County


	

	
	

	
	

	
	

	
	

	Job Title _______________________________________
Status:  □  Faculty    □  Staff     □ Student    □ Visitor
	Was employee doing his / her regular job?
	PPE required
□   Yes      □   No          
	Issued
□   Yes      □   No          
	Used
□   Yes      □   No          

	□  Part-Time   

□ Full Time   

□ Temporary
	Date Hired
	Length of service in current position
	Length of service in occupation
	Cause of injury (slip, fall, machinery, equipment etc.)
	Witness statements obtained

□   Yes      □   No          
	Police notified

□   Yes      □   No          
	Risk Management notified

□   Yes      □   No          


	
	Work location of incident (stairs, dock, building name, etc.)

	Was medical attention required?      □   Yes      □   No          
Name of Treatment location  ________________________
Within HCN?                   □   Yes      □   No
	Transported by?

□Ambulance
□Personal vehicle

□DPS vehicle
	Was medical attention refused?

□ Yes    □ No          
	Did employee remain on the job?

□ Yes    □ No
	Anticipated return to work date

	Supervisor’s Printed Name:


	Title:



	Supervisor’s Signature
	Date:






Signature:  _________________________________   Date:  _________________________

Signature:  _________________________________   Date:  _________________________
How did the incident / injury occur?  (Continued)





Recommended Action:





Risk Management Comments:








Please return the original to: The Office of Risk Management GSB 213-D
SRI 12/12/2011- MWP


