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Accident investigation
forms/statements should be

completed by the injured employee,
supervisor and any witness within 72

hours of the accident. Follow the nchnE“T WIT“ESS STnTEME“T
instructions below for appropriate

reporting and workflow directives.

Injured Employee's Name:

Injured employee to Name of Witness: Phone:
complete Employee
Report of Injury form

Job Title of Witness:

Is witness related to injured employee? Select: if "yes" how?

Witness to complete
the Accident Witness
Statement form.

Date of Accident: Time of Accident:

Location of Accident: (i.e. campus location, bldg, etc.)

Describe witness of accident:

Supervisor to
complete Supervisor
Incident Report form.

Submit all Compl.eted Witness Signature: Date:
forms to The Office of
Human Resources. » _
Name of Additional Witness: Phone:
. b Title of Wit :

HR will process the Job Title of Witness
claim Is witness related to injured employee? if "yes", how?

d ide claim # Date of Accident: Time of Accident:
elfle [AoiolE S lllir Location of Accident: (i.e. campus location, bldg, etc.)

and Concentra
instructions to

employee.

Describe witness of accident:

Regular state
employees code their
timesheet with "ACT"
for any absences
related to the
submitted claim.

Witness Signature: Date:

20f 3




	Row1_2: 
	Describe witness of accident: 
	Describe witness of accident_2: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Dropdown28: [Select:]
	Text29: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Dropdown37: [ ]
	Text38: 
	Text42: 
	Text32: 
	Text31: 
	Text30: 


