Commonwealth of Virginia
Accident Investigation Program

(TO BE COMPLETED BY THE EMPLOYEE’S SUPERVISOR)
The unsafe acts of people, and the unsafe condition that cause accidents, can be corrected only when they are known specifically.  It is your responsibility to identify them and correct them.    This report and investigation must be completed within 24 hours of the accident.  The employee involved and his/her supervisor should cooperate to complete all the information requested.  Please use additional paper as necessary.

PART 1 – General Information:
Name of Injured Employee:      
Employee’s home address:      
Employee’s Home Phone: (   )      
Martial Status:   Widowed
Divorced  Single  Married  
# of Dependent children:                     
Date of Birth:              Sex: FemaleMale  
Date of Hire:      
            

VSDP:  no
yes

Work Unit Address:      



  Work Phone #: (   )     
Hours worked:   :     a.m. to   :  p.m.
 

PART 2 –Accident Details   – To be completed by the employee’s supervisor.  Attach the Employee’s Details of Accident Form.  If you do not agree with the employees’ report, notify your Human Resources Unit immediately, and provide details with this report.  

To whom was the accident reported?                  

Date           Time      
When was the supervisor notified?        
Job or Activity at Time of Accident:       
Was the employee provided a Panel Physicians Form?      No, if no panel was provided, please explain why? Yes    
Panel Physicians’ form attached:    no
 yes

Has the employee lost time from work?  no
 yes    
If so: Date of Incapacity:      
(What was the first day the employee missed?) 

Medical Treatment: Hospitalized
Doctor   First Aid (On Site)   None  
Attach medical treatment report from treating physician and/or hospital.

Was a third party responsible for the injury?     no  If yes please provide:
 yes


Name of third party        

Address of third party      

City, State and zip code      

Phone number (   )     
Has the employee returned to work?  
     No

Date of returned to work? yes



PART 3 – Supervisors Investigation of the Accident:  To be completed by the employee’s supervisor.
Describe any UNSFAFE Acts: 
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Enter any unsafe acts


A.  Describe any UNSAFE Conditions:  
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Enter any unsafe conditions


B. Indentify the Cause(s) of the Accident:
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Enter the cause(s) of the accident


Part IV – Corrective Action Taken


(What have you done or what do you recommend to prevent a recurrence of a similar accident?)
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Enter what you have done or what do you recommend to prevent a recurrence of a similar 

accident?


Have these corrective actions been taken?  no  If not, give reason
yes   
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Enter the reason why the corrective actions have not been taken




Supervisor’s signature ____________________________________________
Date       Phone number      
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