
EASTERN OREGON HEAD START                                   


EMPLOYEE ACCIDENT REPORT
Name of Injured Party: ____________________________________________________________

Home Address: _______________________________________ Phone: ____________________

Date of Accident:  ______/_______/_______ Time of Accident:  __________________________ 

Specific Location of Accident:  _____________________________________________________

Witness Name: __________________________________________________________________

Address: _____________________________________________  Phone: ______​_____________

Description of the Activity Leading to the Accident:  ___________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Nature of the Injury: ______________________________________________________________

 ________________________________________________________________________________

Description of Emergency Care Given: ______________________________________________

_________________________________________________________________________________

Emergency Care Given by: ________________________________________________________

Address: _____________________________________________  Phone: ______​_____________

Medical Treatment Recommended:        Yes        No

Medical Official Providing Treatment: ________________________________________________

Address: _____________________________________________  Phone: ______​_____________

Specify Where Taken After Accident:    Home      Hospital     Other: ________________

Transportation Provided by: ________________________________________________________

Address: _____________________________________________  Phone: ______​_____________

Additional Comments: _____________________________________________________________ _________________________________________________________________________________

Accident involved blood:      Yes        No   
 Blood Kit used:      Yes        No

If the employee does not see a doctor, and there is no loss of time, file the EOU Supervisor’s Accident Report Form.  If the injured party does see a physician, and there is loss of time, the SAIF Form 801 and accompanying EOU forms must be filed.  Read the Supervisor’s Instructions for Reporting On-the-Job Injuries, and Employee Instructions for Reporting On-the-Job Injuries.

Name of Person Filing Report: _____________________    Date of Report:  ___/____/____ 

SAIF Report Filed: Yes        No
                               Date Filed :  _____/______/______

Supervisor Signature: _____________________ Director Signature:  ______________________
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