











	undefined: 
	Hours I Monday  Friday: 
	700 am  600 pm: 
	Monday  Friday 700 am  600 pm: 
	Monday  Friday 600 am 1000 pm Saturday  Sunday 800 am  400 pm: 
	Telephone I 6028655618: 
	1300 N li11 St Ste 250 Phoenix AZ: 
	Clinic will validate parking: 
	Important Information: 
	6233274100Important Information: 
	Employee Address: 
	Employee Phone No: 
	Supervisors Name: 
	City: 
	Zip: 
	undefined_2: 
	undefined_3: 
	Date of Birth: 
	Marital Status: 
	Sex Male LJ Female D: 
	undefined_4: 
	Length of time in position: 
	Hours worked per day Start Time: 
	am D pm D End time: 
	Number of Work Days worked per week: 
	undefined_5: 
	am D pm D: 
	Are you engaged in any other type of work or employment D Yes D No: 
	AccidentIncident Date: 
	Time: 
	Name specific areas of body injured: 
	Explain in your own words what happened making certain to name tools or equipment being used If City vehicle or property: 
	was involved include vehicle number and damage 1: 
	was involved include vehicle number and damage 2: 
	1: 
	2: 
	If referred name of doctorhospital: 
	Can you continue your regularly assigned duties D Yes D No: 
	Witnesss to accidentinjury Include address and telephone number: 
	Expected return date: 
	undefined_6: 
	plate of vehicle if any and insurance company information 1: 
	plate of vehicle if any and insurance company information 2: 
	Recommendations to prevent similar accident 1: 
	Recommendations to prevent similar accident 2: 
	Employee Name Please Print: 
	Date Signed: 
	Supervisor Name Please Print: 
	Date Signed_2: 
	Division: 
	Employee ID No: 
	AccidentIncident Date_2: 
	Time_2: 
	undefined_7: 
	o am D pm: 
	Name specific areas of body injured_2: 
	Explain in your own words what the employee was doing at the time of injury and how the accident occurred: 
	1_2: 
	2_2: 
	3_2: 
	4: 
	undefined_8: 
	Was the job hazard analysis JHA followed D Yes D No: 
	Did employee seek medical attention D Yes D No: 
	If referred name of doctorhospital_2: 
	Can employee continue their regularly assigned duties D Yes D No: 
	Expected return date_2: 
	Witnesss to accidentinjury: 
	Was another person responsible for employees injury or illness If so nameaddress: 
	Recommendations to prevent similar accident: 
	undefined_9: 
	1_3: 
	2_3: 
	3_3: 
	Recommendations regarding mechanical deficiencies environmental concerns 1: 
	Recommendations regarding mechanical deficiencies environmental concerns 2: 
	1_4: 
	2_4: 
	SUPERVISORS STATEMENT I certify that I have thoroughly investigated this incident and that the information as reported is complete and correct: 
	Supervisors Name Please Print: 
	Date Signed_3: 
	Date Signed_4: 
	Department Directors Please Print: 
	Date Signed_5: 
	Sec reverse side for clinic locations: 
	Authorized by 1i111et1: 
	Title: 
	Phone: 
	DATEDEPARTMENT NOTIFICATION: 
	TIMEDEPARTMENT NOTIFICATION: 
	DATECHECK IN: 
	TIMECHECK IN: 
	VERIFIED BY: 
	Authorized by: 
	Title_2: 
	Phone_2: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	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
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Text46: 
	Check Box47: Off
	Check Box48: Off
	Text49: 
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box45: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off


