accident Report

 Bazil – Brighton            Bazil – Penfield            Mario’s Via Abruzzi           

Name of injured person: ____________________________________________________________________

Address: ________________________________________________________________________________

Home Phone: __________________________   Other Phones: _____________________________________    

CHECK ONE:   Employee     Customer        SEX:   male     female
 Date Of Birth: _____/_____/______     

NORMAL DAYS EMPLOYEE WORKS:    M    T    W    H    F    S    S
Avg. Hours per week:  ___________

Date of Accident: _____/_____/_____     Time of Accident: __________   Time of Clock in/out: ______/______

Nature of injury and part(s) of body affected:  ____________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Was assistance provided:    yes     no      if so, please explain:  ___________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Was the injured person taken to a doctor or hospital:    yes     no      if so, please list name of 

hospital, name of doctor, address and phone numbers:  ___________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Please explain the details of the accident:  ______________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

If employee injured, will employee be able to continue working their shift:   yes      no

Witnesses (if any):  ________________________________________________________________________

Witnesses (if any):  ________________________________________________________________________

Signature of injured person:  X_________________________________________ Date _________ 

Signature of manager filling out this form: X_____________________________________  Date _________

(Create one copy for file on site and one for home office)


