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   FORM 7 

 
 

UNIT #     LOCATION (ADDRESS)     DATE     
 

MAKE     LICENSE PLATE      VIN     

 

DESCRIBE THE 

ACCIDENT:____________________________________________________________________________________________________ 

 

______________________________________________________________________________________________________________ 

 

______________________________________________________________________________________________________________ 

 

______________________________________________________________________________________________________________ 

 

DID YOU WITNESS THE ACCIDENT:______YES______NO 

 

WHO DID WITNESS THE ACCIDENT:_____________________________________________________________________________ 

 

______________________________________________________________________________________________________________ 

 

 
WHAT UNSAFE CONDITION CONTRIBUTED TO THE ACCIDENT:___________________________________________________ 

 

______________________________________________________________________________________________________________ 

 

______________________________________________________________________________________________________________ 

 

 

WHAT PREVENTATIVE MEASURE CAN BE TAKEN:_______________________________________________________________ 

 

______________________________________________________________________________________________________________ 

 

______________________________________________________________________________________________________________ 

 

NAME OF INJURED/INVOLVED EMPLOYEE:______________________________________________________________________ 

COMPLETE THE FOLLOWING FOR PERSONAL INJURY / ACCIDENTS 
EMPLOYEE’S DOB:_________  EMPLOYEE’S SSN:________________   EMPLOYEE’S DL#:________________ 

 

EMPLOYEE’S ADDRESS:________________________________________________________________________________________ 

 

DATE INJURED STOPPED WORKING:______/______/______ 

 

INJURED’S JOB TITLE:_________________________________   PERFORMING REGULAR WORK:______YES______NO 

 

HAD THE INJURED BEEN INSTRUCTED ABOUT THE HAZARDS OF THE JOB:______YES______NO 

 

WHAT WERE THE APPARENT INJURIES:_________________________________________________________________________ 

 

 

_______________________________________                           ______/______/______                            _________________________ 

             SUPERVISOR’S SIGNATURE                                                      DATE                                                       DEPARTMENT 

 

 
 

 

 

 


