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Employee Name:

Employer Injury Report

Position:

D.O.B.:

Company Name:

Supervisor:

Date/Time of Accident:

Location of accident:

Medical attention sought:

If yes where:

Was a drug screening completed:

Type of injury:

Where:

Location of Injury:

Statement of
injury:

Print Name:

Date:

Signature:

Phonet#

Fax to: 904-930-4271




