
Date:  Time of Incident: 

Call Number (if applicable): 

Location of Incident:

Parties/Personnel Involved: 

Reference: 

In your own words, describe below the pertinent accounts that superceded 
the writing of this report.  You may use the space below and on the 

attached page, if more space is required, an additional attachment is 
prudent.  Be sure to sign this document when it has been completed. 

Charles County Government 

Department Of  

Emergency Services, 

EMS Division 
Incident Reporting Form 
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Print your name/s here: Signature: 

Witness name/s:  Signature: 

**For Official Use Only**
The Supervisor acknowledges that this document is typed and complete.

Supervisor Signature____________________________________ Date_________ 
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EMPLOYER EMPLOYER'S LOCATION ADDRESS (IF DIFFERENT)

Charles County Commissioners

200 Baltimore Street  

La Plata, Maryland  20646

CARRIER/ADMINISTRATOR CLAIM NUMBER POLICY/SELF-INSURED NUMBER

  Self Insured

EMPLOYEE NAME (LAST, FIRST, MIDDLE) SEX MARITAL STATUS OCCUPATION/JOB TITLE

MALE SINGLE/DIVORCED

 FEMALE MARRIED

ADDRESS (INCL. ZIP) SEPARATED DATE HIRED

UNKNOWN

DT OF BIRTH SOCIAL SECURITY # TELEPHONE NUMBER

 

WAGE RATE PER   HR # DAYS WORKED/WEEK

TIME WORK BEGAN DATE OF INJURY/ILLNESS TIME OF OCCURRENCE LAST WORK DATE

DATE EMPLOYER NOTIFIED DATE DISABILITY BEGAN CONTACT NAME AND TELEPHONE NUMBER

TYPE OF INJURY/ILLNESS PART OF BODY AFFECTED

OCCURRED ON EMPLOYER'S PREMISES? DEPARTMENT OR LOCATION WHERE OCCURRED

YES    NO 

SPECIFY ACTIVITY  EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT/ILLNESS EXPOSURE OCCURED

DESCRIBE SEQUENCE OF EVENTS & INCLUDE ANY OBJECTS/SUBSTANCES THAT DIRECTLY INJURED THE

EMPLOYEE OR MADE THE EMPLOYEE ILL

 

DATE RETURN(ED) TO WORK IF FATAL, GIVE DATE OF DEATH

WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED? USED? YES                   NO  

 

PHYSICAN/HEALTH CARE PROVIDER (NAME & ADDRESS) HOSPITAL (NAME & ADDRESS)

  

  
INITIAL TREATMENT NO MEDICALTREATMENT MINOR: BY MINOR CLINIC/HOSP EMERGENCY CARE HOSPITAL FUTURE MAJ MED

EMPLOYER 24 HOURS LOST TIME ANTIC

   

 

WITNESS (NAME & PHONE #)  

PREPARER'S NAME, TITLE & PHONE NUMBER

DATE PREPARED DATE ADMINISTRATOR NOTIFIED  

WORKERS COMPENSATION - FIRST REPORT OF INJURY OR ILLNESS



CHARLES COUNTY GOVERNMENT 
EMPLOYEE/SUPERVISOR REPORT OF INJURY 

NAME OF INJURED EMPLOYEE: SSN: 

HOME ADDRESS: 

HOME/CELL PHONE: WORK PHONE: 

POSITION: DEPARTMENT: DIVISION: 

DATE OF INJURY: TIME OF INJURY: 

LOCATION OF ACCIDENT/INJURY: 

DESCRIBE TYPE OF WORK BEING PERFORMED AND HOW INJURY OCCURRED: 

DESCRIBE BODILY INJURY SUSTAINED (Be specific about location on body): 

WITNESS(ES) AND PHONE NUMBERS: 

SUPERVISOR NAME: POSITION: 

AFTER INVESTIGATION, WHAT DO YOU THINK WAS THE CAUSE OF INJURY? 

RECOMMENDATION(S) FOR CORRECTIVE/PREVENTIVE MEASURES: 

TOP MANAGEMENT REVIEW 

NAME: POSITION: DATE: 

NAME OF PERSON ASSIGNED: POSITION: PHONE NUMBER: 

This form shall be completed for all work related injuries/illnesses and forwarded to the Central Services 
Office with the First Report of Injury form. 
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Supervisor’s Accident Investigation Form 

Name of Injured Person _________________________________________________ 

Date of Birth _________________ Telephone Number ____________________ 

Address ______________________________________________________________  

City _____________________________ State_______ Zip _____________ 

(Circle one)  Male Female 

What part of the body was injured?  Describe in detail. ________________________________________ 

_____________________________________________________________________________________ 

What was the nature of the injury?  Describe in detail. _________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

Describe fully how the accident happened? What was employee doing prior to the event? What 
equipment, tools being using? ____________________________________________________________ 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Names of all witnesses:  

______________________________________  _______________________________________ 

______________________________________  _______________________________________ 

Date of Event ______________________ Time of Event _________________________________ 

Exact location of event: _________________________________________________________________ 

What caused the event?  _________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Were safety regulations in place and used? If not, what was wrong? ______________________________ 

_____________________________________________________________________________________ 

Employee went to doctor/hospital?  Doctor’s Name ___________________________________________ 

Hospital Name  __________________________________________ 

Recommended preventive action to take in the future to prevent reoccurrence. 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

______________________ ___________

Supervisor Signature Date 
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Incident Investigation Report 

Instructions: Complete this form as soon as possible after an incident that results in serious injury or illness. 
(Optional: Use to investigate a minor injury or near miss that could have resulted in a serious injury or illness.) 

This is a report of a:  Death  Lost Time  Dr. Visit Only   First Aid Only  Near Miss 

Date of incident: This report is made by:   Employee  Supervisor  Team   Other ____________ 

Step 1: Injured employee (complete this part for each injured employee) 

Name: Sex:   Male   Female Age: 
Department: Job title at time of incident: 

Part of body affected: (shade all that apply) Nature of injury: (most 
serious one) 

       Abrasion, scrapes 
       Amputation 
       Broken bone 
       Bruise 
       Burn (heat) 
       Burn (chemical) 
       Concussion (to the head) 

  Crushing Injury 

This employee works: 
Regular full time 
Regular part time 
Seasonal 
Temporary 

Months with 
this employer 

Months doing 
this job: 

Cut, laceration, puncture
       Hernia 
       Illness 
       Sprain, strain 
       Damage to a body system: 
       Other  

Step 2: Describe the incident 

Exact location of the incident: Exact time: 

What part of employee’s workday?  Entering or leaving work  Doing normal work activities 
During meal period  During break      Working overtime         Other___________________________ 

Names of witnesses (if any): ____________________________________________________________________________ 

 __________________________________________________________________________________________________ 

 __________________________________________________________________________________________________ 

 __________________________________________________________________________________________________ 
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Number of 
attachments: 

Written witness statements: Photographs: Maps / drawings: 

What personal protective equipment was being used (if any)? 

Describe, step-by-step the events that led up to the injury. Include names of any machines, parts, objects, tools, materials 
and other important details. 

Step 3: Why did the incident happen? 

Unsafe workplace conditions: (Check all that apply) 
Inadequate guard 
Unguarded hazard 
Safety device is defective 
Tool or equipment defective 
Workstation layout is hazardous 
Unsafe lighting 
Unsafe ventilation 
Lack of needed personal protective equipment 
Lack of appropriate equipment / tools 
Unsafe clothing 
No training or insufficient training 
Other:  

Unsafe acts by people: (Check all that apply) 
Operating without permission 
Operating at unsafe speed 
Servicing equipment that has power to it 
Making a safety device inoperative 
Using defective equipment 
Using equipment in an unapproved way 
Unsafe lifting 
Taking an unsafe position or posture 
Distraction, teasing, horseplay 
Failure to wear personal protective equipment 
Failure to use the available equipment / tools 
Other:  

Why did the unsafe conditions exist? 

Why did the unsafe acts occur? 

Is there a reward (such as “the job can be done more quickly”, or “the product is less likely to be damaged”) that may 
have encouraged the unsafe conditions or acts?  Yes  No 
If yes, describe: 

Were the unsafe acts or conditions reported prior to the incident?  Yes  No 

Have there been similar incidents or near misses prior to this one?  Yes  No 
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Step 4: How can future incidents be prevented? 
What changes do you suggest to prevent this incident/near miss from happening again? 

Stop this activity  Guard the hazard  Train the employee(s)  Train the supervisor(s) 

Redesign task steps  Redesign work station  Write a new policy/rule    Enforce existing policy 

Routinely inspect for the hazard   Personal Protective Equipment  Other: 

What should be (or has been) done to carry out the suggestion(s) checked above? 

Step 5: Who completed and reviewed this form? (Please Print) 
Written by: 

Department: 

Title: 

Date: 

Names of investigation team members: 

Reviewed by: Title: 

Date: 
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Revised 01/2022 

DUTY STATUS FORM 

Your cooperation in completing this form is vital to our efforts in determining the work potential or the continuing absence of your patient. It is 
our desire to assist our employee and your patient to return to work as soon as possible, and to assist him/her in performing essential job 
functions. The information you provide us is vital to us regarding the following: 

• Employee’s working without risk of further injury; 
• Assessing the provision of a temporary duty assignment, if necessary, that meets the employee’s needs and the needs of Charles 

County Government; 
• Assessing the provision of any temporary, reasonable accommodations to aid the employee in performing his/her duties. 

**NOTE: ATTACHED IS THE EMPLOYEE’S JOB DESCRIPTION 

Name: Department: Job Title: 

Is this claimed as Work-Related? Yes □  No □ Date of injury/illness/surgery 

I hereby authorize my physician to complete this form: 
Signature: Date: 

THE INFORMATION BELOW MUST BE COMPLETED BY THE PHYSICIAN 

Work Status: Please check one of the following and provide the appropriate date: 

□ Return to regular work full time/full duty with no restrictions: Date: 

□ Return to work on modified duty with noted restrictions: Date: 

□ Unable to return work until: Date: 

INDICATE ANY RESTRICTIONS (Job Description is attached) 

Activity Allowed Per Day 0 Hours Up to 3 Hours Up to 4 hours Up to 6 hours No Restrictions Comment 

Sitting 

Driving 

Standing 

Walking 

Climbing 

Bending/Kneeling 

Reaching 

Running 

Pushing/Pulling lbs. 

Lifting/Carrying lbs. 
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Revised 01/2022 

OTHER RESTRICTIONS 

Can the employee drive County vehicles or operate County heavy 
equipment without restrictions? 

Yes □  No □ 

Is the employee under medication that could affect the ability to 
work/drive? 

Yes □  No □ 

Limit daily work to: hours/day 

Must the employee perform sedentary work only? 
Yes □  No □  Is yes, for how long?

Other Recommendations and/or restrictions: 

Has the employee met MMI (maximum medical improvement)? Yes □  No □ 

Referred to another health care provider/facility?  Yes □  No □ If so, where:

Requested Modified Work Schedule: # of hours per day: # of days per week: 

As the employee’s physician, can you provide reasonable assurance that the employee’s condition will not exceed (30) calendar days? 

Yes □  No □ If no, provide anticipated return to full duty date:

PHYSICAN ACKNOWLEDGEMENT/SIGNATURE: 

I have reviewed the attached Job Description and have indicated restrictions, if any, for the above named individual. 

Physician Name: Physician Signature: 

Next Appointment Date & Time: Date Signed: 


	SupervisorCheckSheetDraft
	2022IncidentReportForm
	CharlesCountyEmployee-SupervisorFormFillabe2022
	Employee supervisor report of injury form 2022 Fillable
	2022OSHAInvestigationForm
	DutyStatusFormFillable2022

	Time of Incident: 
	Call Number if applicable: 
	PartiesPersonnel Involved: 
	Reference: 
	prudent  Be sure to sign this document when it has been completed: 
	Print your names here: 
	Witness names: 
	SEND: 
	NAME OF INJURED EMPLOYEE: 
	SSN: 
	HOME ADDRESS: 
	HOMECELL PHONE: 
	WORK PHONE: 
	POSITION: 
	DEPARTMENT: 
	DIVISION: 
	DATE OF INJURY: 
	TIME OF INJURY: 
	LOCATION OF ACCIDENTINJURY: 
	DESCRIBE TYPE OF WORK BEING PERFORMED AND HOW INJURY OCCURREDRow1: 
	DESCRIBE TYPE OF WORK BEING PERFORMED AND HOW INJURY OCCURREDRow2: 
	DESCRIBE BODILY INJURY SUSTAINED Be specific about location on body: 
	WITNESSES AND PHONE NUMBERS: 
	SUPERVISOR NAME: 
	POSITION_2: 
	AFTER INVESTIGATION WHAT DO YOU THINK WAS THE CAUSE OF INJURYRow1: 
	AFTER INVESTIGATION WHAT DO YOU THINK WAS THE CAUSE OF INJURYRow2: 
	RECOMMENDATIONS FOR CORRECTIVEPREVENTIVE MEASURESRow1: 
	NAME: 
	POSITION_3: 
	DATE: 
	NAME OF PERSON ASSIGNED: 
	POSITION_4: 
	PHONE NUMBER: 
	Name: 
	Is this claimed as WorkRelated Yes No: 
	undefined_2: Off
	Job TitleDate of injuryillnesssurgery: 
	Date: 
	Return to regular work full timefull duty with no restrictions: Off
	Date_2: 
	Return to work on modified duty with noted restrictions: Off
	Date_3: 
	Unable to return work until: 
	undefined_3: Off
	Date_4: 
	0 HoursSitting: 
	Up to 3 HoursSitting: 
	Up to 4 hoursSitting: 
	Up to 6 hoursSitting: 
	No RestrictionsSitting: 
	CommentSitting: 
	0 HoursDriving: 
	Up to 3 HoursDriving: 
	Up to 4 hoursDriving: 
	Up to 6 hoursDriving: 
	No RestrictionsDriving: 
	CommentDriving: 
	0 HoursStanding: 
	Up to 3 HoursStanding: 
	Up to 4 hoursStanding: 
	Up to 6 hoursStanding: 
	No RestrictionsStanding: 
	CommentStanding: 
	0 HoursWalking: 
	Up to 3 HoursWalking: 
	Up to 4 hoursWalking: 
	Up to 6 hoursWalking: 
	No RestrictionsWalking: 
	CommentWalking: 
	0 HoursClimbing: 
	Up to 3 HoursClimbing: 
	Up to 4 hoursClimbing: 
	Up to 6 hoursClimbing: 
	No RestrictionsClimbing: 
	CommentClimbing: 
	0 HoursBendingKneeling: 
	Up to 3 HoursBendingKneeling: 
	Up to 4 hoursBendingKneeling: 
	Up to 6 hoursBendingKneeling: 
	No RestrictionsBendingKneeling: 
	CommentBendingKneeling: 
	0 HoursReaching: 
	Up to 3 HoursReaching: 
	Up to 4 hoursReaching: 
	Up to 6 hoursReaching: 
	No RestrictionsReaching: 
	CommentReaching: 
	0 HoursRunning: 
	Up to 3 HoursRunning: 
	Up to 4 hoursRunning: 
	Up to 6 hoursRunning: 
	No RestrictionsRunning: 
	CommentRunning: 
	PushingPulling: 
	0 HoursPushingPulling lbs: 
	Up to 3 HoursPushingPulling lbs: 
	Up to 4 hoursPushingPulling lbs: 
	Up to 6 hoursPushingPulling lbs: 
	No RestrictionsPushingPulling lbs: 
	CommentPushingPulling lbs: 
	LiftingCarrying: 
	0 HoursLiftingCarrying lbs: 
	Up to 3 HoursLiftingCarrying lbs: 
	Up to 4 hoursLiftingCarrying lbs: 
	Up to 6 hoursLiftingCarrying lbs: 
	No RestrictionsLiftingCarrying lbs: 
	CommentLiftingCarrying lbs: 
	Date of Injury: 
	undefined_4: Off
	undefined_5: Off
	Yes No: 
	undefined_6: Off
	undefined_7: Off
	Yes No_2: 
	Limit daily work to: 
	undefined_8: 
	hoursday: 
	undefined_9: Off
	Is yes for how long: 
	Yes No Is yes for how longOther Recommendations andor restrictions: 
	Has the employee met MMI maximum medical improvement Yes: Off
	No_2: Off
	Referred to another health care providerfacility Yes: Off
	No_3: Off
	If so where: 
	Requested Modified Work Schedule  of hours per day: 
	of days per week: 
	As the employees physician can you provide reasonable assurance that the employees condition will not exceed 30 calendar days: Off
	If no provide anticipated return to full duty date: 
	Physician Name: 
	Physician Signature: 
	Next Appointment Date  Time: 
	Date Signed: 
	DOB: 
	Phone: 
	Address: 
	City: 
	State: 
	20646: 
	Injured part: 
	Injured part 2: 
	Describe injury 1: 
	Text11: 
	Describe how it happened 1: 
	Describe How It Happened 2: 
	Witnesses: 
	Date of Event: 
	Time of Event: 
	Exact location of event: 
	What Caused the event: 
	What caused the event 2: 
	Were safety regulations in place 1: 
	Were safety regulations in place: 
	Doctors Name: 
	Hospital Name: 
	Recommended preventative action: 
	Date signed: 
	Location of Incident: 
	Other: 
	Age: 
	Department: 
	Job title at time of incident: 
	Part of body affected shade all that apply: 
	Months with this employer: 
	Months doing this job: 
	Other_2: 
	Step 2 Describe the incident: 
	Exact location of the incident: 
	Exact time: 
	What part of employees workday  Entering or leaving work  Doing normal work activities During meal period During break Working overtime Other: 
	undefined: 
	Names of witnesses if any: 
	1: 
	2: 
	3: 
	Date1_af_date: 
	Check Box2: Off
	Check Box9: Off
	Text13: 
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Written witness statements: 
	Photographs: 
	Maps  drawings: 
	What personal protective equipment was being used if any: 
	Other_3: 
	Other_4: 
	Why did the unsafe conditions exist: 
	Why did the unsafe acts occur: 
	Is there a reward such as the job can be done more quickly or the product is less likely to be damaged that may have encouraged the unsafe conditions or acts Yes No If yes describe: 
	Text14: 
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box56: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Personal Protective Equipment Other: 
	What should be or has been done to carry out the suggestions checked above Description continued on attached sheets: 
	Title Date: 
	Names of investigation team members: 
	Reviewed by: 
	Title Date_2: 
	Text15: 
	Text16: 
	Date17_af_date: 
	Date18_af_date: 
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Text88: 
	EMPLOYERS LOCATION ADDRESS IF DIFFERENTCharles County Commissioners 200 Baltimore Street La Plata Maryland  20646: 
	CARRIERADMINISTRATOR CLAIM NUMBERRow1: 
	SEX: 
	MARITAL STATUS: 
	EMPLOYEE NAME LAST FIRST MIDDLERow1: 
	OCCUPATIONJOB TITLERow1: 
	ADDRESS INCL ZIPRow1: 
	DATE HIREDSINGLEDIVORCED MARRIED SEPARATED UNKNOWN: 
	DT OF BIRTHRow1: 
	SOCIAL SECURITY Row1: 
	TELEPHONE NUMBERRow1: 
	 DAYS WORKEDWEEK: 
	TIME WORK BEGANRow1: 
	DATE OF INJURYILLNESSRow1: 
	TIME OF OCCURRENCERow1: 
	LAST WORK DATERow1: 
	DATE EMPLOYER NOTIFIEDRow1: 
	DATE DISABILITY BEGANRow1: 
	CONTACT NAME AND TELEPHONE NUMBERRow1: 
	DATE DISABILITY BEGANTYPE OF INJURYILLNESS: 
	PART OF BODY AFFECTED: 
	DEPARTMENT OR LOCATION WHERE OCCURREDYES NO: 
	SPECIFY ACTIVITY EMPLOYEE WAS ENGAGED IN WHEN ACCIDENTILLNESS EXPOSURE OCCUREDRow1: 
	DESCRIBE SEQUENCE OF EVENTS  INCLUDE ANY OBJECTSSUBSTANCES THAT DIRECTLY INJURED THE EMPLOYEE OR MADE THE EMPLOYEE ILLRow1: 
	DATE RETURNED TO WORK: 
	IF FATAL GIVE DATE OF DEATH: 
	PHYSICANHEALTH CARE PROVIDER NAME  ADDRESSRow1: 
	HOSPITAL NAME  ADDRESSRow1: 
	NO MEDICALTREATMENTINITIAL TREATMENT: 
	MINOR BY EMPLOYERINITIAL TREATMENT: 
	MINOR CLINICHOSPINITIAL TREATMENT: 
	EMERGENCY CAREINITIAL TREATMENT: 
	HOSPITAL 24 HOURSINITIAL TREATMENT: 
	FUTURE MAJ MED LOST TIME ANTICINITIAL TREATMENT: 
	WITNESS NAME  PHONE: 
	PREPARERS NAME TITLE  PHONE NUMBER: 
	DATE PREPARED: 
	DATE ADMINISTRATOR NOTIFIED: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Wage Rate: 
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off


