
City of Springfield Supervisor’s Accident/Incident Report

(To be completed immediately after an accident/incident and submitted within two working days along with a copy of the employee’s accident/incident report, even when there is no injury)

PLEASE FILE ELECTRONICALLY

SECTION I

Department:       
Division:       
Date/Time of the Incident:       
Date/Time Incident was Reported to Supervisor:      
Name of Employee:       



Age:       

Sex:       
Employee’s Usual Occupation:       
 Length of Employment:       
Occupation at the time of Incident:       
 Employment Category:   FORMDROPDOWN 

Check Incident Categories:  
Vehicle  FORMCHECKBOX 

Personal Injury/Illness  FORMCHECKBOX 
     Property Damage  FORMCHECKBOX 

If other please describe:       
Location of incident:  (Be specific, city building, street name, other)      


Nature of Injury and Body Part(s) affected:       
SECTION II
Unsafe act by employee and/or others contributing to the accident/incident: (Be Specific) MUST BE ANSWERED       
Personal Factors contributing to incident:  (Check all that apply)    Inappropriate Behavior   FORMCHECKBOX 

Lack of Knowledge/Skill  FORMCHECKBOX 
   Lack of Attention   FORMCHECKBOX 
  Fatigue   FORMCHECKBOX 
   Use of Wrong Equipment  FORMCHECKBOX 

What Personal Protective Equipment (PPE) was REQUIRED to be used by the employee? (eye, face and/or earring protection, hard hat, gloves, respirator, etc.)      
Was the employee issued the necessary Personal Protective Equipment?   FORMDROPDOWN 

Was the employee using the required Personal Protective Equipment?   FORMDROPDOWN 

Detailed narrative description of how the incident occurred (equipment or tools used, employees involved, circumstances, assigned duties at the time of the incident, etc...please be specific).  What was the source of the injury or illness such as the object or substance that directly harmed the employee (the floor, chemical or substance name, metal chip, stone, needle stick, etc.)?  What were the causal factors such as events and conditions (environmental, hazardous exposures, a spill, argumentative situation, etc.) that contributed to the accident/incident?       
ACCIDENT SEQUENCE
Describe in reverse order of occurrence events preceding the injury and accident/incident.  Starting with the injury or accident/incident and moving backward in time, reconstruct the sequence of events that led to the injury.
Injury event:       
Accident/incident event:       
Preceding Event #1       
Preceding Event #2, #3, etc.       
What can be done to prevent a recurrence of this type of accident/incident?  (i.e. modification of equipment, install machine guards, change procedures, training, etc.)      
Was the event witnessed?   FORMDROPDOWN 
   If yes, provide names of witnesses and ask each to prepare a witness statement and attach it.  Witnesses Names:       
Are you satisfied that the incident occurred as stated by the employee?   FORMDROPDOWN 
  If no, explain:       
Signature of Investigation Foreman/Supervisor:       
Date Prepared:       
Division:       
SECTION III – DEPUTY/MANAGER REVIEW AND RECOMMENDATION

Are you satisfied that the incident occurred as stated by the employee?   FORMDROPDOWN 

If no, explain:       
Based on your knowledge and experience, were there any action(s) on the part of the employee, or others that contributed to this accident/incident?  And if so, what were they?      
CORRECTIVE ACTIONS
List those that have been taken, or will be taken, to prevent recurrence.       
Signature of Deputy/Manager:       
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