[image: image1.png]





EMPLOYEE’S INITIAL REPORT OF INJURY / ILLNESS

	PERSONAL

DATA
	Name of Injured:_______________________________________________      SS #:  XXX- XX-  ________

                                      First,              MI,                    Last                                                                                

Division:_____________________Job Title:___________________Work Location:______________________

Telephone#  Work (____)____________  Home   (____)_____________  Cell   (____)____________________

Home Address:  __________________________City/State:__________________________Zip:____________

Date of Birth: _________________ Gender:   [ ] Male  [ ] Female        Date Hired:_______________________ 



	DATE, TIME

AND PLACE
	Date of Injury:____________________ Time:___________   [  ]   A.M.    [  ]  P.M.

Location where Injury Occurred: ______________________________________ County:________________



	TRAINING
	If you were injured during any form of training, please specify the type of training below:

TRAINING:     BASIC [ ]           IN-SERVICE [ ]     

[ ]  DEFENSIVE TACTICS / CRDT                                [ ]  STRAIGHT / ASP BATON                   

[ ]  CELL / VEHICLE EXTRACTION                            [ ]  FIREARMS                                                                            [ ]  CPR / FIRST AID                                                       [ ]  RESTRAINT / ARREST PROCEDURES                               [ ]  RUNNING                                                                  [ ]  PURSUIT / DEFENSIVE DRIVING                                      [ ]  APPLICATION OC SPRAY                                                                          

[ ]  Other (explain): ________________________________________________________________________

Name of Technique ( Be specific): ____________________________________________________________


	CAUSE

OF

INJURY
	Describe work you were involved in at the time of accident/injury: ________________________________________________________________________________________

________________________________________________________________________________________

Describe fully how the injury occurred: ________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Type of accident which caused the injury: (eg. Struck by object, slipped on ice, twisted knee, etc.) ________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________



	PART(S) 

OF

BODY INJURED
	List the part(s) of body injured and indicate  right (R),  left (L),   both (B),   all (A), or the digit (1, 2, 3, 4, 5):

______________________________________________________________________________

______________________________________________________________________________

	SIGNATURES
	______________________________________    _____________________________________

Employee’s Signature                                                      Supervisor’s Signature

__________________________________________     __________________________________________

Date Signed                                                                      Date Signed




This section is to be completed by the person authorized to provide initial first aid treatment.

(Eg. NCSHP Medical Staff, Adult Correction Facility Nurse, etc.)

	TREATMENT
	Date of Treatment: ___________________________ Time: _______________  Circle:  AM  /  PM

Location of Treatment:_________________________________________________________________

Briefly Describe Treatment Rendered: _________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

After receiving first aid, the injured employee :

[ ] Was seen by /referred to a physician          Name of Treatment Facility:______________________________

Physician’s Name: _____________________________Physician’s Phone: (____)________________________



	WORK STATUS


	After receiving first aid, the injured employee :

[ ] Returned  to work            Date:__________________     Time:____________   Circle:  AM  /  PM

[ ] Did not return to work



	     FIRST AID

   PROVIDER’S

OBSERVATIONS
	Observations/Comments (Please describe the employee’s injury(ies) / symptoms): 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________



	SIGNATURE
	____________________________________________       ________________________________________

First Aid Provider’s Signature                                                Title

___________________________________________

Printed Name

______________________

Date Signed




This form must be received by the DPS Benefits Office within (24) hours of injury.

Copies:
Original – Workers’ Compensation Office, DPS Personnel Office, 214 W. Jones St., MSC 4203, Raleigh NC 27699-4203


Copy 1 – DPS Safety Office


Copy 2 – Work Location File
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