m

SAFETY

ACCIDENT/INJURY REPORT

FACILITI
701.671.

ES MANAGEMENT/SAFETY
2211 | Email: ndscs.safety@ndscs.edu

Complete and submit form within 24 hours of the incident. For guidance through the incident, see the Accident/Injury

Reporting Responsibilities.

Date Submitted: Time: [ Jam me
PERSON INVOLVED INFORMATION:
Last Name: First Name: Sex: |:|M |:|F
Date of Birth: Marital Status: SS# (last 4-digits):
|:|Faculty [staff [student [visitor NDSCS ID: Employment Start Date:
Home Address: City, State, Zip:
Phone: Work Phone: Email:
Job Title: Supervisor:

INCIDENT INFORMATION:

Incident Date: Incident Time: Clam Clpm
Campus Location: Building: Area/Room:
Off-Site Location:
Incident Type Cause Result of Event
(Omedical CMachinery ] Motor Vehicle DAbrasion CLaceration [] Amputation
CTrama [IElectrical [ Fall [ISprain [IFracture [J Burn
[safety Clchemical [ slip/Trip [(dvision Loss [JHeat Exhaustion [] Heat Stroke
Crire CTool 1 vehicle [Jcold Exposure  [lElectrical Shock
Cother: [lother: [CJother:
INVOLVED BODY PART:
[OHead OFace CINeck [CIChest [CJAbdomen [CIBack
Right: CJArm [Owrist  [Hand Clleg [Knee [OAnkle [CFoot  [Fingers
Left: [JArm Owrist  [IHand [Cleg [Iknee OAnkle [OFoot  [IFingers

MEDICAL ACTIONS:

First Aid (only)] | Transported to: [1Clinic [JHospital | By: LIEMS [Cdcar | Admitted: [lves [INo

See Physician: [CJYes [ONo  Physician Name:

AFTER ACTION REVIEW:
What happened:

Immediate actions:

ADDITIONAL COMMENTS:

SUBMITTER INFORMATION:
Name: Phone:

Clinic/Hospital:

What was supposed to happen:

Corrective Actions:

Email:

Signature:

REVISED 2/14/24
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