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UNIVERSITY OF MIAMI  
INJURY/ACCIDENT REPORT 

 
THIS FORM MUST BE COMPLETED IN ITS ENTIRETY 
ANSWER EVERY QUESTION 
 
 
(PRINT ONLY)  
1)  NAME of Injured Person: ______________________________________________________________ 

(LAST)    (FIRST)    (MI) 
 
SEX:  M___ F___        Date of Birth:_______    Age:______      S. S. # ______-_____-_______ 
 
2)  HOME ADDRESS:__________________________________   ____________    TEL#_______________ 
    (STREET)             (CITY)         (ZIP)  
      
3)  CIRCLE ONE:  a)Full or Part time Employee  c) Student   e)Visitor 

b)Student Employee                                      d)Patient                        f)Wellness Center 
    g)Wellness Center Camper              Member        

 
4)  If Employee:____________________________  ________________   ___________________ 
   (DEPARTMENT)                  (PHONE)     (SUPERVISOR) 
 
  HRLY PAY ________  HOURS WORKED/WEEK_____________   HIRE DATE__________________ 
    

5) WITNESSES: 
A)   NAME:_________________________________   HOME PHONE:__________________________ 
       ADDRESS_______________________________ WORK PHONE:_________________________ 
 
B)   NAME:_________________________________     HOME PHONE:_________________________ 
       ADDRESS______________________________     WORK PHONE:_________________________ 
                
6) ACCIDENT INFORMATION: 
Date of Accident:______________________________________    Time:___________________ 
Location Accident:________________________________________________________________________ 
Date Reported:________________________________________    Time Reported:____________________ 
To whom Reported:_______________________________________________________________________ 
  
7) ACCIDENT DESCRIPTION 

A) Type of Accident: 
[ ] LIFTING/PUSHING     [ ] STRUCK BY MOVING OBJECT  [ ] FALL 
[ ] STRUCK BY FLYING OBJECT       [ ] CONTACT W/PERSON/OBJECT  [ ] NEEDLESTICK 
[ ] CUT BY SHARP OBJECT    [ ] BIOHAZARD CONTACT/EXPOSURE  [ ] SLIP/TRIP 
[ ] FOREIGN OBJECT IN EYE    [ ] CHEMICAL CONTACT/EXPOSURE  [ ] ASSAULT 
[ ] CONTACT W/HEAT/FLAME    [ ] ELECTRICAL SHOCK   [ ] INHALATION 
[ ] PUNCTURE W/ SHARP OBJECT    [ ] ANIMAL/INSECT BITE   [ ] INGESTION 
[ ] STRUCK BY FALLING OBJECT     [ ] OVEREXTENSION    [ ] AUTOMOBILE 

 
B) Type of Injury Sustained: 
[ ] NONE  [ ] ABRASION/BRUISE  [ ] PUNCTURE   [ ]CONCUSSION 
[ ] BITE  [ ] RESPIRATORY  [ ] LACERATION [ ] FRACTURE 
[ ] ELEC. SHOCK [ ] BACK INJURY  [ ] BURN  [ ] STRAIN/SPRAIN 
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8) ACCIDENT DESCRIPTION (continued) 
C) Body Part Affected:___________________ CIRCLE ONE:  a) LEFT       b) RIGHT   c) DIGITS: 1 2 3 4 5 

                                 d) UPPER    e) LOWER 
 
[ ] UNSAFE ACT  [ ] FAULTY EQUIPMENT  [ ] LACK OF ATTENTION 
[ ] UNSAFE CONDITION  [ ] INHERENT RISK OF ACTIVITY [ ] IMPROPER TRAINING 
[ ] ACT OF GOD  [ ] UNDER INVESTIGATION  [ ] MEDICAL CONDITION 

 
Other (Explain): ____________________________________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________     
9)   Was protective equipment available to employee?  [ ] Yes          [ ] No 
10) Was protective equipment being worn at the time of the accident?  [ ] Yes                [ ] No         
11) Was accident preventable?    [ ] Yes          [ ] No 
12)  Has this accident been reported to the Risk Management Department?   [ ] Yes        [ ] No    
13) Describe how the accident happened (print legibly): 
_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 
 
Accident Prevention: 
14) Has correction action been taken to prevent this accident from reoccurring? 
   [ ] Yes  [ ] No  If yes, describe action.  If no, explain why no action has been taken:  
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 
Medical Information: 
15)  Was FIRST AID given?   [ ] Yes    [ ] No   If yes by whom:_________________________________________ 
16)  Did employee require MEDICAL TREATMENT.  If yes, name of hospital and attending 
       physician:_______________________________________________________________________________ 
17) Date returned to work:_________________________________             Working Days Missed____________ 
 
 
 
______________________________    _______________________________ 
SIGNATURE OF INJURED PERSON    SUPERVISOR�S SIGNATURE 
______________________________    _______________________________ 
JOB TITLE/POSITION      JOB TITLE/POSITION 
 
DATE SIGNED _________________    DATE SIGNED __________________ 
 

 
MAIL FORM TO: RISK MANAGEMENT 

333 MAX OROVITZ BLDG 
LOC: 1437 
PHONE: 284-3163   / FAX: 284-3405 

 
Failure to report employee injuries to Risk Management within 24 HOURS may result in a $500 FINE. 
 
Form # 331246 rev. 8/03 
Incident report.doc 


