BONNEVILLE COUNTY
SUPERVISOR’S ACCIDENT REPORT

Employee’s Name:       
Department or Office:       
Job Title:       

Location of Accident:       
Date of Accident:       
Time:       
 FORMCHECKBOX 
 A.M.    FORMCHECKBOX 
 P.M.
Date Supervisor Notified:       
Time:       
 FORMCHECKBOX 
 A.M.    FORMCHECKBOX 
 P.M.
Was the employee on duty at the time of the accident?
 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No

If yes, did the employee leave work?
 FORMCHECKBOX 
 Yes  
Date:      
Time:       
 FORMCHECKBOX 
 A.M.    FORMCHECKBOX 
 P.M.

 FORMCHECKBOX 
  No

Did the employee return to work? 
 FORMCHECKBOX 
 Yes
Date:      
Time:        
 FORMCHECKBOX 
 A.M.    FORMCHECKBOX 
 P.M.

 FORMCHECKBOX 
  No

Describe how the accident happened:  (Include details, i.e. machinery, tools or other objects involved; contributing factors; etc.)       
Names of Witnesses:       
Type of Injury:  (Cut bruise, strain, etc.)      


Part of the Body Affected:       
Name and address of treating physician or hospital:       
If the accident was caused by another person or faulty equipment, give details:       
Safety equipment, mechanical or other safe guards were provided.             FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
 N/A 

If yes, was the employee using them?                                                           FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
 N/A

Describe action taken to prevent similar accidents:       
Supervisor:         


 Date:       
Reviewed by:       


Position:       

E-mail this completed form to:  personnel@co.bonneville.id.us
