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Employee/Witness Accident Report Form 
	
	
	
	
	

	Day:
	
	 Date:
	
	 Time of accident:
	

	Contractor:
	
	 Job Name:
	
	 Job No.:
	

	Injured person:
	
	 DOB:
	   
	 Sex:
	 FORMCHECKBOX 
 M    FORMCHECKBOX 
  F

	Address:
	

	Occupation:
	
	 Telephone No.:
	

	Type of injury:
	

	Part of body injured:
	

	How and where accident occurred:
	

	

	

	What was injured person doing when accident occurred?
	

	

	IF MEDICAL TREATMENT IS BEING REFUSED, COMPLETE PAGE 2

	Who administered first aid?
	
	 Occupation:
	

	Describe first aid treatment:
	

	

	Time ambulance arrived:
	
	 Ambulance service:
	

	Hospital:
	
	 Doctor:
	

	Will this be a loss time accident?
	

	Was statement taken from injured?
	
	 By who?
	

	Describe accident scene in detail:
	

	

	

	Was action taken to prevent reoccurrence?
	

	Witnesses:
	
	
	

	
	
	
	

	

	Attach all photographs of accident scene to this sheet

	Were Federal and state reports filed?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  N/A  

	Supervisor’s Signature:
	
	 Date:
	


Refusal of Medical Treatment

	On
	
	, I
	
	, reported an

	
	Date
	Name
	

	accident in which I was involved and sustained injuries.


I am fully aware of the Modern Plumbing Industries, Inc. policy that encourages me to seek medical attention for an injury of any type and that MPI will transport me to the nearest medical treatment facility if necessary.

I have decided the injury is not serious enough to require medical services therefore I refuse treatment as confirmed below. In addition, I understand that refusal of medical treatment may prevent payment of claims arising from this injury. 
Although I am refusing medical treatment I do know an immediate Drug Screen is required for ALL accidents regardless of injury or fault. 
*   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *   *

	I refuse to be treated for the injury to my
	
	 sustained at

	
	Body part
	

	
	 at approximately
	
	 on
	 
	.

	                         Location
	                             
	Time
	       Date

	I will immediately go to the nearest Centra Care and voluntarily submit to a drug test as

	required after any accident regardless of injury or fault.


	
	
	Date of injury                      

	Print Name
	
	Date

	
	
	

	Signature
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	Signature
	
	Date

	Type of Incident:
	 FORMCHECKBOX 
 Document Only
	 FORMCHECKBOX 
 Near Miss
	 FORMCHECKBOX 
 First Aid
	 FORMCHECKBOX 
 Medical Treatment
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