WORKERS’ COMPENSATION INCIDENT REPORT

ASSOCIATED COMPENSATION RESOURCES (ACR) FAX: 216-731=8290 NOTE: Piuce s eheci here
if this is #n occupational
(work related) accident.

ACCIDENT - INCIDENT - INJURY - ILLNESS INVESTIGATION REPORT®

(Complete ALL sections of form. Enter "N/A" if not appliéuble. Do not leave any blank areas,

Part]
EMPLOYEE: Supervisers MUST complele shoded arems.)
Typs of Incident:
Daie of chis Heport: Unit/Loeation: Report No.
}. Nume of Diocesan Facility:
2. Mai) eddress (Nq. and siresl, Ciiy or town, State, and =ip code)
3. Location, if different from mail address
INJURED OR ILL EMPLOYEE/PERSON (COMPLAINANT/VICTIM/SUSPECT)
£, Name . Somad Security INo.:
(FIRST) (MIDDLE} (LAST; - ;
5. Home Address
(Ne. & Straet) {City/Town} (State) {Zip Code)
Sa. Phone Number: Residence Business 6. Age: T7.8x: M F
’ . ’ : (Circle Ons)

Ba. Ocnupatinn (Enter regular job ttle, note the specific activity hershe was petforzing at the time of injury)
8b. Is this person working at his/her regular job? Sent herme? Hospitalized?

vea____ no vBE no yes no

Oa, Department name (Enter name of depariment or givision in which the injured persm is emplayed, #ven though they may have been
Leraporarily working in ancther deparement at the time of ipjury)

&, Dept. Number,

10. Place of Areident or Exposure (No. and street, City or town, State and Zip eods)
{Give exset location)

11. Was place of accident or exposurs on employer's premisss? | Witness or Fellow Employee:

0 Yes 0 No

Witness or fellow employee De;ﬁ t/AddressiPhone Number:

DESCRIPTION OF ACCIDENTANCIDENT

12, What was person doing? (Be specific. Izciude ioals, machins and metanals usad.) Name them, snd what amployee wes doing with them)

13. How aceidentfincident occurred ?  (esrribe futly the svonis wiuch resulled i the tojury or cceupations ilnoss, Tell whal happened and bow it hepponed. Name any
olyects or subslances wvetved and Lol how Lhay were involved. Give fsll delaila on all faotars which led or contributed Lo the verident  Use aaparate sheal [or addilianal space.)




[—
1. Describe the nature of injury or illness in delail and indicate the parils) of the body affected. wp ampnanon of nghy mdes fingsr a1 second jant.
fracture of nibs. ieasd poisouing. dermatius of foft hapd. eir.) .

15. Name the ohject or substance which directly injured the emplovee. (For exanple. the maciune or Uong he.she struck agamst or which struek lumeher the
vapor or poisol. heshe nhaled or sweallowed; the cherseat or radiauon wlieli ieritated jusmer slun or in cases of strans. hernas, eic.. the thng heshe was hiung, pulling. eie.)

18a. Date of Accident/Iness/ncident or initial disgnosis of oceupational illness.

17, Did employee die? (Checkoney Yes . No __

16b. Time |16z, DatefTime Tmployee Returned to Work

1B. Attending Physician: (Full name. Medical License)

Identify Medical title MD/DG/D.O.C,, etc)}

Office Address

OUther Fara-Medical: (Identify, Narme. Address. ete.)

19. Transported 1o Hospital/Clinic?  yes ne
(I ves. note agency)

Hospitol/Clinic; (Identify, Address)

Part 11
- . EQUIPMENT OR PROPERTY DAMAGED L.OST/FCUND/STOLEN
Identify all damaped equipment or Owrnership : Esumate of Darpages (labor and paris)

property by name. tyoe, modsl. eic.

Incident Reported by: Report Prepared by:
Address: Phone:
Signature. Title
Reviewed by Salety Representative
{Signature)
Distributien: Status: | }open { lclosed Date

NOTE: Determine il this incident/aceident should be reported 1o respective insurance

company'.

| {ves | Jne Date Reported

*This report does not include every loss potential, but relates only to the potentia) hazards. and conditions examined and deseribed in this
repart. it does not include violations of any [ederal. staie or local statute, ordinance or regulation since we have made no judgment
whelher or nol suck violation exists. NOTE: Part One of this form is meant to meet the recordkeeping requirements of the OSHA Form
Neo. 101, Bureau of Labor Statistics Supplementary Revord of Oceupational Injuries and Ilinesses haintain this report in the establishment

for o minimum of fve (B) years.




