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	Full Name: 
	Home Address: 
	Social Security: 
	City Sate Zip: 
	Date of Birth: 
	Home Phone Number: 
	Work Phone Number: 
	Sex: 
	Marital Status: 
	What is your current position: 
	Date of Injury: 
	What department do you work for: 
	Time of Injury: 
	Time Work Shift Began: 
	Who is your supervisor: 
	Supervisors Title: 
	Supervisors Phone Number: 
	What job where you performing at the time of the injury: 
	Where did the injury take place: 
	In your own words please explain what happened PLEASE BE SPECIFIC: 
	What specific parts of your body were injured and what is the nature of the injury: 
	Have you ever been under a doctors care for the same or similar injury: 
	What machine tool or object was most closely connected with the injury if applicable: 
	Was this injury caused by someone or something outside the University Please explain: 
	List the names of anyone witnessing your injury: 
	Do you have any other employment If so where: 
	To whom did you report the injury: 
	When did you report it If not immediately please explain: 
	If your injury involved a needle or any sharp instrument enter the type and brand of the device causing the injury: 
	Employee Signature: 
	Date Signed: 
	Name of medical facility where employee sent: 
	Employee Date of hire: 
	Is the employee Fulltime or parttime: 
	What are the average number of hours the employee works per week: 
	What is the employees hourly or weekly wage: 
	Supervisor Comments if any: 
	Supervisor Signature: 
	Date: 
	Today's Date: 
	Banner ID No: 
	No: Off


