
lncld.nt R.port
The top porton of lhrs repo( is to be compleled by lhe emdoyec/volunlee/visitoa al the time of lhe incijenl The bottom porlron as to be compleled the onduty
aupervisor or building adminislGlor on the aam€ dey aa the acodenl Please retum lhis form to your SupeMsor immedielely following ih€ incider .

Filing an lncidenl Reporl does not consmlne a Workcrs' Compensation daim. lniured lmployees/volunl€.G/vi6ilors who 0o to th€ doctor elter an lndclcnt Reporl and

iorm fmm lhe Oislrict Ollice Please return all papelwo* to lhe Dislrict Office as soon as possible

lmploy..n olunl.arn ltltol
Narne ol Employee^/olunleer^/isilor: Gender: C Mab C Femst€

Job Title

Distncl

Dale of lncidanl

lnciienl Location

Time of hcidenl Cs6 Cpm

Reported to: Slafi:

Stai:

Slafl:

Yes

Yes

Yes

C

C
C

C
(

C

No

No

NO

FiGtAU Given? C Yes CNo
ll yes plaas€ ndicate tho tW ol firat ad: ! r""

! ooserveo
E Washod Wound

! Appli€d Splinl
E Kept lmmoblle

n Applied Dr€ssing
fl stopp"o eb.oins
! oner,

Do you rsquiro msdical treatment beyond first aid? CY"" C No

Body Par(!) lnjurcd: lndicale your iniuries b€low. Alao complote attlchod Paln DLgr.m.

HEAO TRUNK EXTREMITIES OTHER

Ear

Eye

Head

Necl

Sc.lp

Abdomen

Back

Chesl

Groin

Shoulder

Trunk

Ankle

Elbow

Finger

Foot

Hsnd

Knee

Lower Log

Thumb

Toes

Upper Arm

SUSPECTED NATURE OF INJURY E Bruise/Conlusion

E LaceratiorJAbrasion

E Dislocetion

! Surlace Cuuscratatr

I rraaure

E s,-
E om",,

E Spraio/Slrain

E concussion

SUSPECIED CAUSE OF INJURYI

!ratustip E Push/PuI

E limg
E otn",

Describe how incirent occur.ed, including evenls lhal ocorned immediately betore the eccjdent: (FieM lintod lo 3 lnes of lexl )

I cotlify as allested by my signalue belo\]v that all inlormation I have given is ltue dnd @ntd'r'l.s no ,a/sg stafemenls sador r.istopesentations

Print Employee/Volunteer Name

Employee Signalure Dale

IIIIII

IIIIII

IIIIII

IIIIII

IIIIII

luparvl3o.

Dale Reported Time C 
", 

C p, To Whom?

\lere olher workers injureaZ C Ves C No f yes. pleasename

Addilional Comments: (Fteld lnniled lo 2 hnes ol toxt )

I celttty, as dftested by ny sioneture below, lhal ell inlomattq I have giwn is ttuo based on my knowledge of tlio inddent
Prinl SupeMsor N6me:

Supervisor Signalure

Work Shfi.

Phone:

Phooe:

Phoie:

Date



Peln Dhgnm
Plesls complete the Pain Disgram 8nd Eubmit along wilh the compbtsd Incldant R.pon or Form tol. or both Rotrin s copy br
your llcord3 and letum allorigin€l3 to lhe Dindd Offc..

Pleaso Nole Complelion ol lhe Pain Disgram is wlunl€ry and is nol cquiE,d lo apply lot wo*aB @m!f,nsall€,n bcnofrls

Name: Employer:

Fronl Back

Rlght Left Loft Rlght

10 = Sevorc Pain

Paln Scale

0 = No Pain

Check one: C0 C1 CZ C3 C4 C5 C6 C7 C8 Cg C10

I cedry, as aftested by my sgnaturc below, thal all inlomalion I have given is true and conlains no tarss srslerrrerls
and/or m isreqe sa nl at bn s

1

Date

Clatskanie School District
PO Box 678/47'l SW Bel Air Dr

Clatskanie OR 97016
(503)728-0587 t Fax (503)728-0608

Worke/s Signature

Please mark the area of injury or discomforl on the charl below using the appropriate symbols:

Typa of Prln
B = Buming
N = Numbness
S = Stabbing
A = Aching
P=Pins&Needles

Please use the spece below to describe your condition further, il needed:

Print Worler's Name:

\(


