Lenox Ambulance Service

INCIDENT REPORT

This report is to be completed when an occupational illness or incident occurs. If a member of the Lenox Ambulance Service is injured or develops a job-related illness (developed gradually e.g., tendonitis) as a result of their duties, they must complete and submit the “Incident Report”. If the member is unable to complete the form, the Director must complete on their behalf. 

Service Member: Please complete below. Upon completion, please give this form to the Director.  If the Director is unable to complete the form today, please turn this form into the City Hall staff to ensure timely reporting. If City Hall is closed, contact the Ambulance Board Chairman. Sections in bold are required. 

Service Member Completes this Section:  (If unable to complete the form, the Director must complete on their behalf) 

Last four digits of social security number: __________  Gender:  M    F

Name (print): _______________________________________________ H

Home Address: _________________________________ City: __________________Zip: ____________ 

Home Phone:____________________Work/Cell Phone:___________________ 

Department: ______________________________ Job Title: ________________________________ 

Supervisor Name: ________________________________Phone No. _____________________ 

Employment Type:  full-time    part-time    regular    temporary   seasonal    student      volunteer 

Do you have other employment? _____  If so, where?_____________________________ 

Date of Incident: ________________Time of Incident: ____________Time Shift Began:___________ 

Address/Bldg, name & room # of incident: __________________________________________________ 

State all parts of body and type of injuries involve (e.g. bruised right elbow) __________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________

Describe how incident occurred: __________________________________________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________Name(s) and phone number(s) of witnesses to injury/accident (please print): __________________________________________
________________________

__________________________________________
________________________

Incident was reported to: ____________________________________ Date:_____________________

Do you require medical treatment for this injury? 
No medical treatment          Declined treatment at this time       Treatment was/will be provided by: 
Name (facility or physician): _____________________________________________________________

I, the injured employee, herein certify the information above is true and to best of my knowledge. 

Date: ________________Signature of employee: __________________________________________ 

DIRECTOR COMPLETES THIS SECTION: 

Director Name: __________________________________________Phone: ________________ 

Name of injured employee: ______________________________________ 

Describe how the employee was injured. _____________________________________________ 

____________________________________________________________________________________________________________________________________________________________ 

Did employee lose time from work after date of injury?    Yes     no     unknown 

If ‘yes’ First day of lost time ______________ Date employee returned to work ______________ 

Was there equipment involved?    Yes    no     If answered “yes” what was the equipment, and what action will be taken to prevent recurrence? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Description of incident by witnesses:  Printed name

	

	

	

	


Date: ________________Signature: _______________________________Title: _____________ 

Description of incident by witnesses:  Printed name  ____________________________________ 

	

	

	

	


Date: ________________Signature: _______________________________Title: _____________

Director (or person acting on Director’s behalf) ________________________________________

Date: ________________Signature: _______________________________Title: _____________ ________________________ 

IMPORTANT--OSHA Requirements:
Supervisors MUST report all work-related deaths, catastrophes and serious injuries or illnesses IMMEDIATELY (within 8 hours) to the City Administrator.

A serious injury or illness is one that requires inpatient hospitalization, or in which an employee suffers a loss of any member of the body or suffers any serious degree of permanent disfigurement. 

“First aid” means any one-time treatment and any follow-up visit(s) for the purpose of observation of minor scratches, cuts, burns, splinters, or other minor industrial incident, which do not ordinarily require medical care. This one-time treatment and follow-up visit for the purpose of observation is considered first aid even though provided by a physician or registered professional personnel. Filing of a first aid incident report is not a filing of a workers’ compensation claim. 

	MEDICAL PROVIDER COMPLETES THIS SECTION 

	What treatment was provided for this injury (circle one)     First Aid        Medical Treatment 

Return To Work:       Can Return immediately?    yes      no 

If no, date employee can return to work ____________________   Full duty        Restricted work 

Employee can return to work with these specific restrictions: ____________________________________________________________________________________________________________________________________________________________

Estimated period of absence: ______________to______________ 

Next appointment:_____________________ 

Date: __________________Signature: ______________________________________________ 


A physician who treats an injured employee is required to file a 5021 (“Doctor’s First Report of Injury”) with the claims administrator for every work illness or injury, even first aid cases where there is no lost time from work. 

An employee retains their right to file a workers’ compensation claim at a later date. Incident reporting ensures there is a record on file with the employer. In no way does this waive the employee’s right to workers’ compensation benefits. If an injury occurs, first aid may be appropriate treatment. 

Give Copy to: Employee      Keep Copy for: Department File 

IMPORTANT--OSHA Requirements:
Supervisors MUST report all work-related deaths, catastrophes and serious injuries or illnesses IMMEDIATELY (within 8 hours) to the City Administrator. 

A serious injury or illness is one that requires inpatient hospitalization, or in which an employee suffers a loss of any member of the body or suffers any serious degree of permanent disfigurement. 

“First aid” means any one-time treatment and any follow-up visit(s) for the purpose of observation of minor scratches, cuts, burns, splinters, or other minor industrial incident, which do not ordinarily require medical care. This one-time treatment and follow-up visit for the purpose of observation is considered first aid even though provided by a physician or registered professional personnel. Filing of a first aid incident report is not a filing of a workers’ compensation claim.
