REPORT OF OCCUPATIONAL INJURY OR ILLNESS
	To be completed by the supervisor or department head on the day of the incident
OKLAHOMA SCHOOL ASSURANCE GROUP FDG
        SCHOOL  _________________________
EMPLOYEE INFORMATION
	Accident Date
	Time

	
	Department

	
	Phone Number

	Name

	Age
	Date of Birth

	Address

	Sex          Male                   Female              

	City                               State                   Zip Code    

     
	Social Security Number

	Regular Occupation

	Phone Number

	Occupation When Injured



	INJURY INFORMATION

	Part of Body (be specific)


	Nature of Injury (i.e., bruise, laceration, strain, etc.)


	Exact location of accident (Machine, Building, Area, Direction, Distance)


	If not on school property, provide  address

	City
	State

	Job being performed


	ACCIDENT DESCRIPTION

	Step by step, what happened? (Be very specific)



	Is validity in doubt?


	What object caused the injury?


	Was object defective? (If yes, object must be tagged and kept for investigation.)


	                                                                                                                                                                                           

	What did injured employee do or fail to do that contributed to the accident? (Unsafe acts)

	What act of another employee contributed to the accident? (Unsafe acts)



	What corrective measures could be implemented to avoid this incident?
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TREATMENT (Provide name and address of facility where treatment was performed.)

	

	Hospital


	

	Doctor’s Office


	

	First Aid



	WITNESS/CO-WORKER

	Witnesses Name
	Date
	Occupation
	Phone Number

	Witnesses Name
	Date
	Occupation
	Phone Number

	Witnesses Name
	Date
	Occupation
	Phone Number


	COMMENTS (Supervisor)

	

	

	

	

	

	Person completing form
	Date
	Title
	Phone Number


NOTE:
IF THIS FORM IS NOT PROPERLY AND COMPLETELY FILLED OUT, IT WILL BE RETURNED TO THE DEPARTMENT MANAGER FOR CORRECTION.









SEND ORIGINAL TO:






 
       


Consolidated Benefits Resources, L.L.C.











P.O. Box 581630











Tulsa, OK 74158-1630











(918) 594-5170











(800) 826-0419 (toll free)











(918) 594-5171 (fax)











(888) 594-5171  (toll free fax)










RETAIN COPY FOR YOUR FILE
REV 10/25/00













































