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Town of Georgia 
Employee Injury Report and Supervisory Incident Review Form 

 

Important: This form must be completed by the injured employee and his/her supervisor as soon as possible 
after an injury—in no case later than 24 hours after. The information may be used by the municipality to file a 
workers’ compensation claim and enhance injury prevention efforts. 

 

Indicate Expected Incident Type 
First Aid     Med Only     Med with Lost Time  

Department: Report Completed Date: 

Exact Location of Incident: Date of Incident: Time of Incident: a.m./p.m. Date Reported: 

   

Work-Related Injury or Illness Tools and Safety Equipment Other Information 
Injured Worker’s Name:  
 

Was a Machine or Tool Involved? 
Yes        No  

List any witnesses below. Interview 
each witness individually. Signed 
witness statements should be 
maintained separately. 
 
1.   

2.   

3.   

Indicate Shift Start Time on Date of 
Injury:  

Part of Body:                                            

                                                        RT/LT 
If yes, was machine or tool defective? 
Yes        No  

Describe Injury/Illness: 
 
 

Safety Equip/PPE Required?  
Yes     No  
If Yes, was it used?:   Yes      No  

Presently, is any loss of work time 
expected?   Yes        No  

Was there anything the injured worker could 
have done to prevent the injury? 

Job Title: 

Was First Aid provided?   Yes        No   If YES, by whom:    
  

Was Medical Treatment provided by a healthcare provider?  Yes      No  
Check  if from NMC Urgent Care - Georgia  IF other medical provider was used, name and location of provider are: 
  
 

 

Describe details leading up to and including the accident/injury or manifestation of symptoms: 
 

 
 
 
What conditions, circumstances, or factors contributed to this incident (e.g. tools, equipment, PPE, policies, object, training, 
hazards, employee action/inaction, weight of item, etc.)?  Be thorough and descriptive! 
 

 
 
 
 
Correction suggestions: what could be done to prevent this from happening again? (“Being more careful” is not enough.) 
 

 
 
 
Who is responsible for reviewing/implementing corrective actions noted above? 

 

Signature of Reviewing Supervisor:  
 Date:  

 

Employee Signature:  
 Date:  

 


