NEW YORK CITY
HEALTH AND HOSPITALS
CORPORATION

SUPERVISOR’'S REPORT OF
OCCUPATIONAL ACCIDENT/INJURY

W.C.B. GLAIM

DMedical Ald
I:lLosl TIme

I:l NO INJURY
Hazardous Situation

No. W.C.B. Clalm
[JFirsT a

FACILITY DEPARTMENT

FACILITY CODE

Date of Birth

Last Name First Name Sex Area Code | Phone Number
1[1Mate Monlh ~ Day Year
2[ Female|( ) | i

Address {no., street, apt.) l City/Town i State l Zip Code Language spoken if not English

<
Date of Employment | HHC Job Tille at time of the injury and years in current litle Title Code Number Social Security No..
Menih Day Year . Yoars
L | I R O B S BN

ON-HHC EMPLOYEE ‘CATEG SRR
if worker is NOT an HHC employes, 1[JAfilliate Employee 2 JMedical Student 3 INursing Student a[Jother Student
check appropriate status; .

S.DNRIﬂemporary 6.|:|Volunteer 7.0other (specify):

LOCATION ¢

i. Month/Day/Year | 2. Time of occurrence {approx. | 3. Dale oceurrence reported | 4. Shift occurred 5. How many continuous
of oceurrence it exact lime unknown) month / day / year |:|Day DEvening h?ig;sl sv?i:i seg é’&ﬁ‘éﬁ%w
T : Cam[Cem / ! CINight P '
6. Building 7. Floor 8. Wing 9. Room No./Name 10. Area (hallway, 11.|:|EMS Vehicle
o wility closet, ete.} 12.|:|Paiient’s
Residence

1. [] On-Duty : , .
Examples of categories on reverse Indicate name or type:
2. [] oft-ouy 1. [JMechanicat equi \ 3[ Imose
. echanical equipment, 2]
tools, VDTs: i Cleye 4[IMouth
. . K
2.|:|Phy5|cal Hazard(s): 6. Jshouider .|:|Nec
3.[IMaterial Handling:
o : TDChest - ‘ s Jarm
Definitions on reverse 4. [JratientiVisitor Handling: ‘ 1= =0 [ TBack

1.| |Struck by or )
D contact with 5. EIPatlent Care Related 10 ]Stomach

2.|:|Caughl in, on or Equipment and Davices:

between 6. [JChemical(s): :
3. |:|Sllp, trip or fall aIsolid b.l:lLiquid e[ ]Gas 11 Pelvis4g, ! 12.|:|Wrist

4 Dgﬁfi’gﬁ,‘""'s""' d[Jvaporist e.[JParticulates 15[ JButtocks 13.|:||:|Ha'nq

5. EExposure 7.|:|Me!al(s): 16 JThign t4.|_[Digit

6. | |Needlestick/Body id iaut SIBE OF
Fluid oxpascre a[]Sotid b.[Liquid ¢.[Jrumes 17 Knes BODY
(Complets B.Dﬁadia!ion:_ Efl%hl
g&%ﬂ?ggg;c torm a[_ltonizing (e.g. x-ray) b.[INon-lonizing (e.g. UV) 181:|F_L%\Ser G6ther

7. DLiﬂEng. carryingl}, Q.DNoise (db level if known): 19|:|Ank|e
pushing or pulling a[_JHigh Frequency b[Low Frequenc 2 '

8. CJRepetitive motion gh Fregquency quency 1L Troe 20.JFoot

8. [Jother ’ 10. [JOther: 22[Jother:

COPY: EHS
HHC 1615 {(July 91) Replaces HHGC 210-34




STATE EXACTLY — WHAT WAS THE SEQUENCE OF EVENTS LEADING UP TO THE OCCURARENCE, WHERE IT OCCURRED, WHAT
EMPLOYEE WAS DOING, SIZE, WEIGHT AND TYPE OF EQUIPMENT OR MATERIALS INVOLVED, ETG,

ps

: ) 1€
NAMES, ADDRESSES AND PHONE NUMBERS OF WITNESSES TO THE OCCURRENCE:

Name:

Print ' Signature
Tile: Work Phone: { } -
Date of Report: / /

month  day year

INJURED WORKER EXAMINED IN:  1[_JEHS 2[ Jer 3[_Jother (specity):

If worker was not seen by the EHS or ER, please indicate why not:

STATEMENT OF MEDICAL FINDINGS/DIAGNOSIS:

DISPOSITION: 1] Returned to duty 2] |Unable to return to duty Date of examination: / /
month day year

Name of examining physician:

Print Signalure




	undefined: 
	FACILITY: 
	Examples of categories on reverse: 
	undefined_5: 
	3 OMateriI Handling: 
	4 DPatientNisitor Handling: 
	undefined_6: 
	Equipment and Devices: 
	dOVaporMist eDParticulates: 
	aOSolid bOLiquid cDFumes: 
	aDlonizing eg xray bONonlonizing eg UV: 
	aOHigh Frequency bOLow Frequency: 
	200Foot: 
	STATE EXACTLY  WHAT WAS THE SEQUENCE OF EVENTS LEADING UP TO THE OCCURRENCE WHERE IT OCCURRED WHAT EMPLOYEE WAS DOING SIZE WEIGHT AND TYPE OF EQUIPMENT OR MATERIALS INVOLVED ETCRow1: 
	STATE EXACTLY  WHAT WAS THE SEQUENCE OF EVENTS LEADING UP TO THE OCCURRENCE WHERE IT OCCURRED WHAT EMPLOYEE WAS DOING SIZE WEIGHT AND TYPE OF EQUIPMENT OR MATERIALS INVOLVED ETCRow2: 
	STATE EXACTLY  WHAT WAS THE SEQUENCE OF EVENTS LEADING UP TO THE OCCURRENCE WHERE IT OCCURRED WHAT EMPLOYEE WAS DOING SIZE WEIGHT AND TYPE OF EQUIPMENT OR MATERIALS INVOLVED ETCRow3: 
	STATE EXACTLY  WHAT WAS THE SEQUENCE OF EVENTS LEADING UP TO THE OCCURRENCE WHERE IT OCCURRED WHAT EMPLOYEE WAS DOING SIZE WEIGHT AND TYPE OF EQUIPMENT OR MATERIALS INVOLVED ETCRow4: 
	NAMES ADDRESSES AND PHONE NUMBERS OF WITNESSES TO THE OCCURRENCE 1: 
	NAMES ADDRESSES AND PHONE NUMBERS OF WITNESSES TO THE OCCURRENCE 2: 
	NAMES ADDRESSES AND PHONE NUMBERS OF WITNESSES TO THE OCCURRENCE 3: 
	undefined_7: 
	Row1: 
	Name: 
	Title: 
	Work Phone: 
	undefined_8: 
	undefined_9: 
	Date of Report: 
	undefined_10: 
	month day year: 
	INJURED WORKER EXAMINED IN 10 EHS 20 ER 30 Other specify: 
	If worker was not seen by the EHS or ER please indicate why not: 
	STATEMENT OF MEDICAL FINDINGSDIAGNOSIS: 
	1: 
	2: 
	3: 
	4: 
	Date of examination: 
	undefined_11: 
	undefined_12: 
	Name of examining physician: 
	Text63: 
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Check Box73: Off
	Check Box74: Off
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Check Box121: Off
	Check Box122: Off
	Text123: 
	Check Box124: Off
	Check Box125: Off
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Text193: 
	Text194: 
	Text195: 
	Text196: 
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off


