rl MC’_a"en EMPLOYEE OCCUPATIONAL INCIDENT REPORT

HEALTH CARE [JBAY [ LANSING [OJMHC [JFLINT [JOAKLAND [JLONC [J]KARMANOS ] MMG:
JBSC [ LAPEER [OMHP [JMNM [OCENTRAL [JMACOMB [1VvC [OBPT [ MHG:

OSHA#:
EMPLOYEE SECTION
EMPLOYEE NUMBER DEPT/OPERATION INJURY DATE INJURY TIME DATE REPORTED TO SUPERVISOR/NAME
NAME JOB TITLE SHIFT
START STOP
STREET ADDRESS CITY/STATE/ZIP CJFULL TIME (] PART TIME | HIRE DATE
[ OTHER
HOME PHONE WORK PHONE BIRTH DATE SEX SOCIAL SECURITY NUMBER
( ) ( ) [ MALE [ FEMALE
PART OF BODY INJURED (INCLUDE ALL BODY PARTS INJURED)
(] ABDOMEN OEYE: OL  OR (] HEART/CARDIOVASCULAR [ NOSE
[J ANKLE: 0L OR [ FOOT/TOES: O HIP/PELVIS [JSHOULDER:  [JL OR
0 ARM: 0L OR oL OR O LEG: oL OR (] UNKNOWN
[ BACK SPECIFY [ KNEE: oL OR CJ WRIST: oL OR
[ BUTTOCKS [J GROIN/GENITALIA [J LUNGS/PULMONARY [ OTHER (SPECIFY):
O] CHEST [ HAND/FINGER: (] MENTAL/EMOTIONAL
[ EAR: 0L OR oL OR [ MOUTH/DENTAL
[ ELBOW: 0L OR SPECIFY [ NECK
[ ENTIRE BODY [J HEAD/FACE (] NERVOUS SYSTEM

DESCRIBE INCIDENT SPECIFICALLY

WHAT WAS THE EMPLOYEE DOING JUST BEFORE THE INCIDENT OCCURRED?

WHAT HAPPENED?

WHAT WAS THE INJURY OR ILLNESS?

WHAT OBJECT OR SUBSTANCE DIRECTLY HARMED THE EMPLOYEE?

| HEREBY AUTHORIZE RELEASE OF MEDICAL INFORMATION FROM MEDICAL RECORDS TO AUTHORIZED CORPORATE PHYSICIAN, CORPORATE HEALTH OFFICE, INSURANCE CARRIER OR AGENTS FOR CASE

MANAGEMENT, WORKERS' COMPENSATION, OR INSURANCE PURPOSES. [0 TREATMENT REFUSED

SIGNATURE OF EMPLOYEE X DATE:
Incident report completed by: Date:

Title: Phone: ( )

PS-1772 1114



