Shasta Head Start Child Development, Inc.
Injury lliness Prevention Program

Supervisor’s Report of Accident

Injured Employee:

Date of Injury: Time of Injury:

Describe the injury and place it occurred:

The accident resulted in:

|:| No Treatment

[ ] First Aide given:

|:| Medical Treatment at

This injury resulted in:
|:| hours days loss of work

|:| No loss of work

The following steps have been taken to prevent this type of accident from happening again:

Supervisor Date Reported

Complete this form, make a copy and bring original to the HR

Dept. or fax to (530) 241-2081

20



	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Text13: 
	Text14: 
	Text15: 
	Check Box16: Off
	Check Box17: Off
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text26: 


