
SOC. SECURITY NO. NAME (LAST)                          (FIRST)                                         (MI) SEX MARITAL STATUS 

HOME ADDRESS CITY STATE ZIP DATE OF BIRTH                         AGE 

JOB TITLE WORK STATUS 

PART   �       FULL   � 
YEARS EMPLOYED HRS/DAY DAYS/WK 

NAME OF SCHOOL NAME OF IMMEDIATE SUPERVISOR 

EMPLOYEE’S STATEMENT         (HOW AND WHY ACCIDENT OCCURRED; DATE, TIME, AND EXACT LOCATION OF ACCIDENT; 
                                                                                              ALL BODY PARTS INJURED; TIME OF NOTIFICATION TO SUPERVISOR) 
 
 
 
 
 
 
DATE OF ACCIDENT TIME LOCATION ADDRESS DATE SUPERVISOR WAS NOTIFIED 

IF THIS IS A RECURRENCE OF A PREVIOUS INJURY OR ILLNESS? 

                         YES  �        NO   � 
IF “YES” GIVE DETAILS: 

SIGNATURE OF EMPLOYEE: DATE SIGNED:  

SUPERVISOR’S STATEMENT                 DO YOU CONFIRM THIS INJURY OR ILLNESS?     YES  �   NO  � 
 
 
 
 
HOW COULD THE INJURY HAVE BEEN PREVENTED? 

 
NAME OF WITNESSES: SIGNATURE OF WITNESSES: 

MEDICAL TREATMENT PROVIDED TO EMPLOYEE: 
 
       NAME OF HOSPITAL OR PHYSICIAN: 
       ADDRESS:                                                                                                                                                   DATE OF  TREATMENT:    

        ANY EMT OR AMBULANCE SERVICE USED? 

HAS THE EMPLOYEE CONTINUED TO WORK?  YES  �  NO  � 
IF “NO” FIRST DATE OF LOST TIME: 

SIGNATURE OF SUPERVISOR: DATE SIGNED: 

CERTIFICATION:     I CERTIFY THAT THIS ACCIDENT/INJURY REPORT IS COMPLETE AND ACCURATE, FALSE REPRESENTATIONS COULD  
RESULT IN CIVIL AND CRIMINAL PENALTIES. 
 
 
SIGNATURE OF EMPLOYEE:                                                                                                                                       DATE: 
THIS REPORT IS BASED ON INFORMATION PROVIDED BY THE ABOVE EMPLOYEE: 
 
  SIGNATURE OF SUPERVISOR:                                                                                                                                  DATE: 

RECEIVED PERSONNEL OFFICE:                                                                                                                                DATE: 

FORT EDWARD UFSD 
220 BROADWAY  FORT EDWARD, NY 12828 

518/747-4594 

 

LOCATION CODE:  
WORKERS’ COMPENSATION PROGRAM 

EMPLOYEE ACCIDENT AND ILLNESS REPORT 

EMPLOYEE’S  
HOME PHONE: 
WORK PHONE: 
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