
Employee Report Work-Related Injury/Illness 

Employee:  

Department:  

Supervisor:  
 

  Work Schedule (circle):      SUN          MON          TUES          WED          THURS          FRI         SAT 
 
  Shift Start Time:           _______________  Shift End Time: _______________  Full Time?  Y  /  N 
 
  Date of Hire:                _______________  Date of Birth:     _______________  Social: ______________ 
 
  Mailing Address:          _____________________________________  Phone: ___________________


