	[image: image1.png]wn




	Employee Report of Incident (Injury, Illness or Close Call Event) 
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	Employee Report of Incident (Injury, Illness or Close Call Event)
	EHS-00026-F7 R6



Instructions: 
1. Employees must report any work-related injury, illness, or close call event immediately to your supervisor and call the site emergency number 518-437-8600. ERT will be dispatched and will complete an ERT report. 

2. This reporting helps identify possible hazards and opportunities to improve our workplace safety. 
3. The person involved in the incident must complete and electronically sign this Employee Report of Incident (Injury, Illness or Close Call Event) form.
4. Email the completed Employee Report of Incident to your supervisor for their review and electronic signature. 
5. The supervisor will electronically sign the Employee Report of Incident and email it to Human Resources and ehs@ny-creates.org.
6. Supervisors may complete an Employee Report of Incident on behalf of the employee, if the employee is unable or unavailable to do so. 
7. It is highly encouraged that groups use these situations, especially Close Call events, as corrective actions, and preventative learning events for others. 

	Name:
	First


	M

     
	Last 


	Shift and Company Name:

	
	
	
	
	

	Employee’s Email: 
	

	Employee’s Home Address:
	

	Date of 
Birth:  


	
	Sex: 


	
	Telephone Number: 
	

	Date of Incident:
	
	Time of Incident:
	      AM  FORMCHECKBOX 

           PM  FORMCHECKBOX 
 
	Date and Time Supervisor Notified: 
	

	Job Title:   
	
	Department:
	


	To what supervisor was incident reported (name and telephone phone): 
	

	Location of Incident (e.g., building, floor, room, equipment): 
	

	Did the incident result in an injury or illness?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Type of injury or illness and body part(s) affected (e.g., laceration left ring finger): 
	

	Did the injury or illness occur on NY CREATES premises?
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Injured employee remained on duty at work?
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

	Injured employee returned to work?
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
 If yes, date of return: 

	Injured employee seeking medical treatment?
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
 If yes, date: 

	Name and address of physician: 
	     
     

	Name and address of hospital: 
	
             
N/A  FORMCHECKBOX 


	Description of the incident and how the incident occurred (Must include specific task(s) being performed at time of the incident, equipment / tools involved, and materials being handled): 

	

	Name(s) of witnesses to the incident:
	

	Any unusual conditions or other relevant details about the incident:
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No   
If yes, explain: 

	Probable cause(s) of the incident:
	

	Probable corrective action(s) that will help prevent incident recurrence:
	

	 FORMCHECKBOX 
 By clicking this check box, I certify that the entries on this Employee Report of Incident form are true and complete to the best of my knowledge, and this form submission shall be considered as an authorized written signature. Employees must email the completed and signed form to their supervisor. 
Employee name:  

	 FORMCHECKBOX 
 By clicking this check box, I certify that this Employee Report of Incident form submission shall be considered as an authorized written signature.

Supervisor name:  
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