	California State University, Stanislaus

SUPERVISOR’S REPORT OF EMPLOYEE INJURY



	INJURED EMPLOYEE
	MEDICAL TREATMENT 
	COMPLETED BY

SUPERVISOR/DEPARTMENT

	Date of Injury:

      
	Time: 

     
	Treatment Type:

 FORMDROPDOWN 

	Name of Supervisor

     

	Last Name: 

     
	First Name:

     
	Middle Initial:

     
	
	Department

     

	
	
	
	
	Telephone

     

	Home Address, Street, City, State, Zip Code:

     
	If Personal Physician or other,

Name, Address, Telephone:

     
	Mailing Address:

California State University, Stanislaus

Human Resources Department

One University Circle

Turlock, CA 95382

(209) 667-3353

	Home Telephone Number:

     
	
	

	Cell Phone Number:

     
	
	

	Date of Birth:

     
	Gender:
 FORMDROPDOWN 

	If Hospital,

Name, Address, Telephone:

     
	

	Classification: 

     
	Hire Date:

     
	
	

	Work Shift (i.e. 8 a.m. – 5 p.m.):

     
	
	Supervisor Signature 
Date



	Location of Injury:

     
	
	Human Resources Signature 
Date



	Supervisor Instructions: Complete this report and provide employee “Workers’ Compensation Claim Form (DWC1)” including Notice of Potential Eligibility immediately upon knowledge of injury or illness. Have employee complete top portion of DWC1. Supervisor complete bottom portion of DWC1. Provide Employee copy of completed DWC1. Submit original “Workers’ Compensation Claim Form (DWC1)” to Human Resources along with this report within 24 hours.

	SUPERVISOR’S COMMENTS

	1. Date you were informed of injury/illness:

     

	2. Date you gave employee “Workers’ Compensation Claim Form (DWC1)” including Notice of Potential Eligibility:

     

	3. Specific injury/illness and part of body affected:

     

	4. Did injury result in disability beyond day of accident? 
 FORMDROPDOWN 

If “Yes”, date last worked:        Date returned to work:      
Emergency Room Treatment:    FORMDROPDOWN 

Hospitalized Overnight:   FORMDROPDOWN 


	5. What was employee doing just before the incident occurred? Fully explain sequence of events that resulted in injury:

     

	6. Describe what happened:

     

	7. Describe work place and conditions which contributed to the accident or object or substance that directly harmed employee. What safety devices were in use?

     

	8. What steps are necessary to prevent reoccurrence of a similar injury?

     
Have you taken these steps?    FORMDROPDOWN 

If “No”, please explain:      


	9. List names of witnesses:

     

	10. If employee died, when did death occur?

     


To be completed by HR: Case Number from Log ____________ Distribution: ORIGINAL – Human Resources FAX – Octagon COPY – Supervisor COPY - EHOS
H.R. FORM #66 - In lieu of Cal/OSHA form 301 (Rev: 04/2005)

