
 
 
 
 
 

City of Haines City 
Accident Reporting Form 

 
 
Name of Injured Worker:   
 
Job Title:                                         Rate of Pay:                                              SS#:   
 
Date of Birth:                                        Date of Hire:   
 
Hours Worked Per Day:   
 
Injured Worker Address:   
 
Injured Worker Telephone #:   
 
Department:                                                 Date & time of injury:     

Incident location:              

Did employee receive first aid on site:       Yes        No 

If yes, describe treatment given?   
 
 
 
 
Was medical treatment obtained? Yes         No 
 
Any loss time anticipated?   
If yes, last day worked?   
Address & phone number of  
medical facility where treated:   
(EE must follow up with WC Clinic on next business day if seen in ER) 
 
Mandatory drug screen conducted?    Yes          No 

Activity at time of injury or occurrence:   
  

Was injured worker acting in regular line of duty? (Explain)   
 
 
 
 
 
 

City of Haines City 



Accident Reporting Form 
 
Describe injury or property damage:   

Was a police report filed?        Yes         No 
(If yes, attach copy or send to hr next business day) 

Any safety violation or faulty equipment involved:         Yes       No 

Major contributing cause of injury:   

What body parts were injured in accident? (Left or Right)   

If hand injury, is the employee left or right hand dominant?        Left      Right 

Knowledge of any prior injuries/conditions:        Yes        No 

Is light duty work available if needed:         Yes          No 

Does injured worker have other employment?          Yes          No 

If yes, give details:  

Any Witnesses? (List Name & Contact Information)   
 
 
 

Unsafe act and/or conditions 

Operating without authority                Unsafe loading, placing, etc.      
Operating or working at unsafe speed Taking unsafe position or posture 
Making safety devices inoperative  Working on moving equipment  
Distracting, teasing, abusing, startling, Failure to use PPE 
     horseplay etc.     Lack of training 
Using unsafe equipment, hands  
     instead of equipment or using  
     equipment unsafely 
Improper guarding    Improper lighting 
Defective substances or equipment  Improper ventilation 
Hazardous arrangement Poor road or visibility conditions 
Improper dress or apparel 
Defective:     Brakes      Motor      Lights      Wipers Steering      Wheels or rims 
No unsafe conditions 
Comments:   

 
 
 

Steps taken to prevent recurrence 
Instructed employee  Warned employee                Supplied safeguard 
Eliminated condition  Guarded machine                Repaired condition 
Reported condition to:    
Other actions taken:    
 
 
Supervisor’s Signature/Print name           Employee’s Signature/Print name 

LCorson
Line
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