__\\\

Employee Injury Report / Refusal of Treatment
To be completed by the employee:

First/Last Name:

Position Title:

Position Daily Start/End Time:

Date of Incident/Injury:

Time of Incident/Injury:

Building Location of Incident/Injury:

Specific Location of Incident/Injury (Room #, Parking Lot, etc.):

Date Incident/Injury Reported:

Report made to:

Body Part(s) Injured:

Provide a detailed description of the incident and injury:

Initial Medical Treatment (check one):

A Irefuse to seek medical treatment that is being offered to me by Fitzgerald Public

Schools.

Minor on-site remedies by Fitzgerald Public Schools. First aid care such as bandage, ice,

etfc.
Emergency Room

Witness Name (if more than one add additional page):

|
A Treatment at the authorized clinic with approval from Fitzgerald Public Schools.
|

Phone Number:

Employee Signature:

Supervisor Signature:

Date:

Date:




