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EMPLOYEE OCCUPATIONAL INCIDENT REPORT
· This report is to be completed by Metro employees when an occupational (work-related) illness or incident occurs. Submittal of an Occupational Incident Report is NOT filing a claim for worker’s compensation benefits.
· If this form is unable to be completed at the time of initial submittal, the information in BOLD below is required to be completed for initial submittal
· If the employee is unable to complete the form, the Supervisor must report the incident on their behalf
· If you have questions, please see Human Resources. 

Your Employee Number: 					Workers Comp. claim # 
Name (print):							 Sex  Male     Female
Home address:  
		City:  				 State 			Zip 
Phone: 
Department:						 Job Title: 
Supervisor Name: 
Do you have other employment?   YES   NO  If Yes, Where? ___________________________________
Date of Incident:			Time:				  Time Shift Began: 
Location of Incident: 
State all parts of body and type of injuries involved. (e.g. bruised right elbow)

Describe Incident and how occurred: 

Witness(es)  
Incident was reported to:					 Date: 
Do you require medical treatment for this injury? 
 No medical treatment   Declined treatment at this time    Treatment was/will be provided by:

Metro requires you to seek treatment from one of the approved providers in our Workman’s Comp carrier Network. A listing of approved locations/providers will be provided to you along with an Authorization for Treatment form. 
I, the injured employee, herein certify the information above is true and to the best of my knowledge.
Signature of Employee: ________________________________________ Date: ________________________
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