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SUPERVISOR’S ACCIDENT INVESTIGATION REPORT 

 

 

To be completed by immediate supervisor within 24 hours of injury, regardless of the extent of injury, and returned to the Safety 

Secretary or City Office. 

 

Agency / Department:         

 

Name of Employee:         Job Classification:       

 

Date of Injury:      Time:      a.m. – p.m. Left Work:     a.m. – p.m. 

 

Names of Witnesses:               

 

 

(Check Appropriate Information Below) 

 

 Body Part Injured   Nature of Injury      Action 
 

Face or Head Trunk Hands  Dermatitis Foreign Body Wounds   First Aid      Time Loss 

Toes or Foot Lungs Knees  Amputation Dislocation Hernia   Death      Doctor’s Care 

Internal  Back Arms  Contusion Infection Strain   Unknown    Hospitalized 

Fingers  Legs Eyes  Burns  Fracture  Sprain    

Other      Other       

 

 

 

DESCRIBE ACCIDENT – (What was person doing; what objects or substances were involved; etc.)      

 

                

 

                

 

                

 

Regular Days Off:       Regular Shift:     a.m. – p.m.    a.m. - p.m. 

 

Light Duty Available:    Yes     No Describe:         

 

 

 

SUPERVISOR’S INVESTIGATION OF CAUSE OF ACCIDENT / INJURY 

 

Note:  Employers Insurance Co. of Nevada C-3 Form must be completed if injury requires any medical treatment or time loss. 

 

UNSAFE ACTS       UNSAFE CONDITIONS 
(  )  Operating Without Authority     (  )  Improperly Guarded Equipment 

(  )  Operating at Unsafe Speed     (  )  Defective Tools, Equipment, etc. 

(  )  Making Safety Devices Inoperative    (  )  Poor Housekeeping 

(  )  Taking Unsafe Position     (  )  Improper Lighting 

(  )  Unsafe Lifting or Placing     (  )  Wet or Slippery Floor 

(  )  Working on Moving or Dangerous Equipment   (  )  Unsafe Substance 

(  )  Failure to Use Personal Protective Equipment   (  )  Combative Patient 

(  )  Safety Rule Violation      (  )  Unsafe Design or Construction 

(  )  Using Unsafe Equipment     (  )  Other       

(  )  Other       
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Reasons for unsafe act (Lack of training, disregard for authority, etc.)          

 

                

 

                

 

 

What steps have been taken to prevent a recurrence?            

 

                

 

                

 

 

(  )  Check here if you believe injury was not work-related or valid occupational injury claim. 

 

 

Have you reviewed this accident with the employee?    Yes     No 

 

 

Employee Signature:            Date:      

 

 

Immediate Supervisor’s Signature:           Date:      

 

 

Reviewed by Department Head:           Date:      

 

 

REMARKS:                

 

                

 

                

 

                

 

 

DIAGRAM OF ACCIDENT AREA (If needed) 



Date of Accident:  Time of Accident:   Place Where Accident Occurred: 

Briefly describe the accident or circumstances, along with description of vehicle/property damage: 

Name(s) of witness(es): 

Did you leave   If yes, give date & time: 
work because of 
the accident?    Yes    No 

Was first aid   If yes, by whom? 

provided?    Yes    No 

Was anyone else involved?  If yes, please provide 
the name(s) of those involved, in the space  Yes  No 
provided below: 
 
        
 
        
 
        

Name of Dept. Head/Supervisor (Print):   Signature:     Date: 

  CITY OF WEST WENDOVER   NOTICE OF VEHICLE / PROPERTY DAMAGE 
  1111 N Gene L Jones Way     INCIDENT REPORT 
  P.O. Box 2825 
  West Wendover, NV  89883 
  PH:  775-664-3081 
  FX:   775-664-3720 

 
        Note:  This form is to be completed by the employee 
DEPARTMENT:       and filed by the employer. 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The employee must sign and date this form in the space provided below.  The employer is also advised to retain a copy of the 
completed form. 

 
 
 
 
 
With my signature below, I acknowledge receipt of this form on behalf of the employee named above. 
 

Employee’s Name:     Social Security Number:    Telephone Number: 

Have you   If yes, give date & time: 
returned to 
work?    Yes    No 

Did the accident happen in the 
normal course of your work?  Yes    No 

Please provide the name and address of the treating physician, 
if applicable or known: 
 
 
       
 
       
 
       

Signature of Employee Involved:         Date: 

Vehicle Info: VIN #        
          CITY UNIT #    
  MAKE    MODEL #    
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