
 CITY OF PORT ST. LUCIE 

 REPORT OF EMPLOYEE INJURY OR INCIDENT 

 
 ORIGINAL DOCUMENT MUST BE FILED WITH  RISK MGMT WITHIN 48 HOURS OF THE INJURY/INCIDENT 

 
 SECTION I - To Be Completed by Employee (If Possible) 

 
Employee Name ____________________________________________________  DOB _____________ Age _______  Sex: M  /  F 

 

Home Address ___________________________ City ______________ __- ZIP   ______________Home  Phone# ____________ 

 

Hire Date: _____________    Job Title _____________________________     Div./Dept. Assigned____________________________ 

 

Do you have a second job?  Yes / No    If yes, Second Employer’s Name & Phone # _______________________________________ 

 
 

 SECTION II - To Be Completed by Employee (If Possible) 

 

Date of Injury or Incident:_____________  Time ________  am / pm    Date Reported ________________ Time __________ am / pm 

 

Supervisor Reported To_____________________________________________Supervisor’s Phone ___________________________  

 

Witnesses __________________________________________________________________________________________________ 

 Name(s)                                           Position(s)                             Business Phone # 

Describe Incident (Explain in detail: What happened - How did it happen - Why did it happen) 

___________________________________________________________________________________________________________ 

 

___________________________________________________________________________________________________________ 

 

___________________________________________________________________________________________________________ 

 

___________________________________________________________________________________________________________ 

 

Address Where Occurred: _____________________________________________________________________________________ 

 
 

 SECTION III - To Be Completed by Employee (If Possible) 

 
 
 Body Part Injured 

 
 Nature of Injury 

 
 Exposure 

 
 Action 

 
� Face/Head                                                         � Trunk 

� Toe/Foot L/R                                  � Lungs 

� Finger L/R ________    � Back 

� Hand L/R                                                            � Internal 

� Arm L/R                        � Eye L/R 

� Knee L/R                       � Groin 

� Leg L/R                         � Wrist 

� Shoulder L/R                 � Neck 

� Other _______________________ 

 
� Wound           � Amputation 

� Hernia            � Electric Shock 

� Fracture            � Infection 

� Strain                     � Contusion/Bruise 

� Sprain                    � Heat Exhaustion 

� Dislocation     � Foreign Body 

� Numbness      � Insect Bite 

� Rash               � Animal Bite 

� Burn              � Smoke Inhalation 

� Other ______________________ 

 
� Contact with bodily fluid 

Specify fluid ____________ 

� Clothes soaked with blood 

        or other bodily fluid 

Specify fluid ____________ 

� Stick by needle or other 

      sharp object 

� Exposure to disease or 

chemical.  If known, specify  

type ___________________ 

 
� First Aid 

� Doctor’s Care 

� Hospitalized 

� Lost Time 

� Employee 

does not want 

medical attention 

at this time 

 
Any person who attempts to defraud, or deceive any employer or employee, insurance company, or self-insured program, files a statement or 

claim containing any false or misleading information is guilty of a felony of the third degree.  I have reviewed, understand, and acknowledge 

the above statement. 

 

________________________________     ______________                    ________________________________     ______________ 

               Employee’s Signature                             Date                                   If not completed by the employee,                   Date 

   signature of person completing the form 
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 SECTION IV - To Be Completed by the Supervisor 

 

Have you reviewed this incident with the employee?  Yes �   No � 

 

Was personal protective equipment or safety equipment required?  Yes �   No � 

 

Was the personal protective equipment or safety equipment properly used?  Yes �   No � 

 

Personal factors as demonstrated by supervisor’s investigation (fatigue, slow reaction, lack of knowledge/skill, attitude, overextension, 

etc.) ___________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

 
 

 Unsafe Acts 
 
 Unsafe Conditions 

 
� Failure to use personal protection equipment 

� Lack or training or knowledge 

� Operating without authority 

� Failure to warn others 

� Operating at unsafe speeds 

� Making safety devices inoperative 

� Failure to secure objects 

� Using unsafe equipment 

� Taking unsafe position or posture 

� Unsafe lifting or placing 

� Horseplay 

� Working on moving or dangerous equipment 

� Safety rule violation 

� Slips and falls 

� Other 

____________________________________________ 

 
� Combative subject / injury to arresting officer 

� Hazardous work procedures 

� Hazardous weather or environment 

� Defective tools, equipment, etc. 

� Poor housekeeping 

� Improper lighting 

� Unsafe design or construction (or ventilation) 

� Wet or slippery floor 

� Inadequate warning system 

� Unsafe dress or apparel 

� Improperly guarded equipment 

� Hazardous storage or arrangement 

� Unsafe substance 

� Other 

____________________________________________    

 

Contributing Factors __________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

Recommended solutions on how to prevent a recurrence of this type of injury (equipment, training, etc.) _______________________ 

___________________________________________________________________________________________________________ 

 

Results or recommendations for the Safety Review Board ____________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

 

___________________________________________________________________     _____________________________________ 

                                                Supervisor’s Signature                                                                                           Date 

 

 

 
 

 SECTION V - To Be Completed by the Department or Division Head 

 

Department or Division Heads Appraisal and Recommendation ________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

___________________________________________________________________     _____________________________________ 

                                 Department or Division Head’s Signature                                                                           Date 
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