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 STAFF INCIDENT REPORT:
ACCIDENT/EXPOSURE
PLEASE COMPLETE BOTH SIDES
 Date of Report:                                      
Name:







   Date of Incident:                                             

LPVEC Program:                                                             Time of Incident:                              a.m./p.m.

Program Location:                                                                                                  

Address where incident occurred:    

Describe what happened:                                                                                                           
                                                                                                                                               
                                                                                                                                               
Injured Body Parts (please indicate right or left where applicable): 
Type of Injury (Burn, Fracture, Cut, etc.): _______________________________________________

Height: _______ Weight: _______ Smoker:  (    ) Yes  (   ) No     If yes, # packs per day 

Did Employee Lose Time From Work?           YES             NO    Date/Time: 

Was this incident witnessed?            
       YES             NO

Name(s) of Witness(es) (Print):                                                                                                
Home Address & Phone # of Witnesses: 


Statement(s) of Witness(es):                                                                                                    

Signature(s) of Witness(es):                                                                                                      

Name of Person Completing Report (Print):                                                                              





 Signature:                                                                 
TO BE RECEIVED AT LPVEC MAIN OFFICE WITHIN 24 HOURS OF ACCIDENT/INJURY

You MUST refer to the LPVEC Personnel Handbook, section entitled Staff Emergency Procedure Information for further required steps to follow.

Medical Authorization: 

In accordance with the State Law, I the undersigned, authorize A.I.M. Mutual Insurance Company, as a Workers Compensation insurer, and its authorized agents or representative, as well as my employer to be furnished with any information or facts regarding this injury only, including records, diagnosis, medical treatment and prognosis, estimates of disability and recommendations for further treatment.  This information is to be used for the sole purpose of evaluating and handling my claim and to assure timely medial care as a result of the incident occurring on or about the above noted date and for no other purpose, now or in the future.  I also agree that a photocopy of this release is as valid as the original.

Employee Signature: _______________________________

Date: ____/____/____

(  )   I do not want medical treatment for this injury:

Employee Signature: ________________________________

Date: ____/____/____
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