National Renewable Energy Laboratory

INJURY AND ILLNESS REPORT
(For an occupational injury or illness)

	WORKER INFORMATION.  To be completed by worker or line manager.

	Attach a separate page if more room is needed.

	Name
	Date of birth
	Employee number

	     
	     
	     

	Gender
	Job title
	Organization number

	 FORMCHECKBOX 
 Male
	 FORMCHECKBOX 
 Female
	 FORMCHECKBOX 
 Other
	     
	     

	Office location
	Hire date
	Line manager’s name

	     
	     
	     

	Was the line manager informed of the injury or illness?
	Physical location (building/room #) 
	Time and date of injury or illness

	
	     
	     

	 FORMCHECKBOX 
 Yes.  When?       
	Part of body injured
	

	 FORMCHECKBOX 
 No
	     
	

	What were you doing at the time of the injury or illness?

	     

	How did the injury or illness happen?

	     

	Name the witnesses, if any.

	     

	

	TO BE COMPLETED BY OCCUPATIONAL HEALTH SERVICES

	Briefly describe the injury or illness.

	     

	Initial assessment

	     

	Initial treatment

	     

	Was the worker referred off-site?  If so, where?
	Name of OHS representative who made the assessment
	Name of environment, safety, and health point of contact who was notified

	     
	     
	     

	What type of first aid was provided?
	Follow-up plan

	     
	     

	

	If you are an employee (on Alliance payroll) for whom a workers’ compensation claim is being opened, complete the following section.

	INFORMATION REQUIRED FOR WORKERS’ COMPENSATION CLAIMS.  To be completed by employee.

	The following information is required to complete the Colorado First Report of Injury/Illness form for workers’ compensation claims.

	Home address
	Home telephone or mobile phone number
	Marital status

	     
	     
	     

	Date the injury or illness was reported
	What time did you start work on the day of the injury or illness?

	     
	     

	Did you have to leave work to tend to the injury or illness?  If so, how long were you away from work?

	     

	Were you referred by the occupational health services (OHS) nurse or physician for additional medical evaluation or treatment?

	     

	If you did not receive a referral from OHS, did you seek medical evaluation or treatment from a medical provider?  If so, list their name and address.

	     

	

	SIGNATURES

	My signature affirms that I have provided accurate information with no intentional misrepresentation.

	
	
	

	
	
	     

	Worker’s signature (or signature of reporting line manager)
	
	Date

	
	
	

	My signature confirms the initial assessment and treatment of the worker’s injury for the purposes of reporting requirements and/or workers’ compensation.

	
	
	

	
	
	     

	OHS Nurse’s or Physician’s Signature
	
	Date
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