Employee INJURY/ACCIDENT INVESTIGATION REPORT
This is a CONFIDENTIAL REPORT for use by the Diocese of San Diego. No copies of this report shall be furnished to anyone including employees, students, or parents without permission from Human Resources.

This report must be completed within 24 hours of an accident involving an injury. Do not use this form for contractors. E-mail or fax completed reports to Office for Human Resources. Keep a copy of this investigation at your location in a confidential file separate from personnel files. Attach additional pages if necessary.
	Name of School, Parish or location reporting this injury: 
     
Location Number: 
     
Name of reporting Supervisor/Administrator:       
E-mail address:        
Phone:      
Date:      


1. WHO WAS INJURED?  A separate injury/Accident Investigation Report must be completed for each injured person. All employee injuries requiring more than first aid must also be reported to Tristar Risk Management at (858) 715-8800 within 24 hours. (DWC-1 and 5020)
Name of Employee:      
Home Address:       
City:       
Zip:       
Home Telephone:       
Sex:   FORMCHECKBOX 
  Male     FORMCHECKBOX 
  Female
Date of Birth:       
Employee SSN:       
Claim No.       
Employee’s Work Location Number:       
Employee Job Title or Occupation:       

[image: image1.png]



2. WHEN AND WHERE DID THIS HAPPEN? 
Date of Injury:        Time injury occurred:       Date Reported:        Time reported:          Emergency Contact Notified (if applicable):       
Who made the notification and when?       
Did injury occur on Diocese property?    No
  Yes    
(If the accident occurred off-site indicate location, address, city and zip code:      
Describe the exact location where the injury occurred (building number, room):       

3. HOW DID THIS HAPPEN?  What was the injured person doing at the time of the injury?  Describe the events immediately preceding the injury. Identify any Diocese employees involved in the accident and any tools, machinery, equipment, or vehicles involved. (Attach photos)

     

4. WHAT INJURIES RESULTED?  Type of injuries and body part(s) injured. Example: “Sprained arm.”

     

5. DID ANYONE SEE THE INJURY HAPPEN?  Name(s) and phone numbers of witness(es), if any. Attach statement of each witness.
     

6. DID ANYONE ELSE CAUSE THIS INJURY?  Other person(s) that caused or contributed to the injury, if any.

Name of Person:      

Home Address:       
City:       
Zip:       
Home Telephone:       
Date of Birth:       

Was an arrest made?    No
  Yes    
Physical Description:      

7. WAS MEDICAL TREATMENT NEEDED?
Was first aid administered?         No
If so, who did it?   Yes    
Did injured party go to a hospital/clinic?         No
Describe medical treatment received:   Yes    
Did a supervisor accompany injured person?        No
If yes, who was it?   Yes     
Doctor’s recommendation:    Restricted Duty
  Return to Full Duty
  Temporary Disability 
  Unknown

Doctor’s Name:       
Name of Medical Facility:       
Telephone No.:      


	INJURY/ACCIDENT INVESTIGATION REPORT – Page 2
School/Parish Name:       
Location Number:      


8. CONCLUSIONS/ROOT CAUSES?
Key findings: Factor(s) contributing to the injury, include any unsafe conditions identified. For example, “Stood on a chair instead of using a ladder.”       
Was employee trained to perform this task safely?  If yes, describe training provided:       
Did employee violate a safety rule? Describe the rule:      
Conclusions: Reasons the key findings existed. For example, “There is no safety rule prohibiting standing on chairs” or “The supervisor did not train employees on this safety procedure”.         
Actions you took to prevent a recurrence of this injury/incident:        
What do you recommend to prevent similar injuries? Has this been implemented?       

Related or attached reports applicable to this injury:       


9. REQUIRED REFERRALS  
check if contacted
Was this a “serious injury” to employee? (1)
  Unknown
If yes, call Cal/OSHA office (619) 767-2280 (1)
  No
  Yes

Was DWC-1 Form provided to employee?
  Unknown
If yes, call Tristar (858) 715-8800
  No
  Yes

Does the employee have temporary work restrictions? 
  Unknown

  No
  Yes

Were injured parties hospitalized?
  Unknown
If yes, call Tristar (858) 715-8800
  No
  Yes

Did this involve a possible act of violence? (2)
  Unknown
If yes, call Office for Human Resources
  No
  Yes

Is employee discipline under consideration?
  Unknown
If yes, call Office for Human Resources
  No
  Yes

Does this appear to be a fraudulent claim?
  Unknown
If yes, call Tristar (858) 715-8800
  No
  Yes

 (1) Cal/OSHA defines a “serious injury” as a death, amputation, permanent disfigurement, hospitalization for more than 24 hours for other than observation, or an incident resulting in multiple injuries requiring hospitalization. You are required to notify Cal/OSHA within eight (8) hours.
 (2) An act of violence may involve student vs. student or student vs. teacher or other.

10. CERTIFICATIONS  By checking the certification box below, the Supervisor and Site Administrator agree to protect this document against unlawful distribution, and certify that the Supervisor of the injured person investigated this accident or injury, and the Site Administrator has reviewed, approved, and implemented the corrective actions necessary to prevent a recurrence of this accident.
 Supervisor’s Certification
 Bookkeeper’s Certification

Name of Supervisor

Date
Name of Site Bookkeeper
Date

COPIES: TO YOUR OFFICE FILE                                                                              OFFICE FOR HUMAN RESOURCES AT FAX (858) 490-8272
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