OZAUKEE COUNTY INCIDENT REPORT

FOR VISITORS

Complete this section:

	Name (First, Middle, Last)

     
	DOB

     
	Sex

 FORMCHECKBOX 
 M    FORMCHECKBOX 
 F
	Home Phone

     

	Home Address

     
	City

     
	State

     
	Zip

     

	Date of Injury

     
	Time of Injury

               FORMCHECKBOX 
 AM    FORMCHECKBOX 
 PM
	Location of Incident (street address or section of building)

     

	How did the injury occur? Describe what happened as well as the tools, equipment or materials you were using. Be specific.

     


	What was the injury or illness? State part of body affected and how it was affected. Be specific.

     


	What object or substance directly harmed you? (Example: concrete floor, chlorine, etc) Leave blank if it doesn’t apply.

     


	Have you ever injured this part of your body before?     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

If yes, please describe:

     


	Did you seek medical treatment?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No                 Date Treated:       
Name and address of treating practitioner and/or hospital:

     


	Name of Witness: (must complete witness statement):

1.                                                                                     Phone Number:      
2.                                                                                     Phone Number:      


I hereby state that all the information contained in this report is true as reported, and authorize all physicians, health care practitioners, hospitals and clinics to provide Ozaukee County or it's insurance carrier, any and all information they may have regarding my condition and their treatment of same and to furnish copies of records pertaining to such treatment when requested by Ozaukee County or it's insurance carrier.

Signature





Date

**Forward Completed Report IMMEDIATELY to Human Resources**

Witness Statement

	Witness Name:

     
	Phone Number:

     

	Witness Statement of Accident/Injury:

     



Signature








Date

Revised 9/2006

