




Supervisor Statement

november 2009 1

SUPERVISOR INFORMATION 

TEMPORARY EMPLOYEE INFORMATION

ACCIDENT, ILLNESS OR INJURY DESCRIPTION 	

Name: 									         Phone number:	

Company: 		

Name: 									         Job title: 

. When did this accident, illness or injury happen? 

. How were your notified of this incident? 	

. How did the accident happen? Describe what you saw or the information you received from others:
	
 	
 	
 	
 
. What was the employee doing at the time of accident or injury?
	
 	
 	
 	
. Who witnessed the accident?
	
. Was the injured employee wearing Personal Protective Equipment (PPE) at time of accident? Describe:
	

. Was employee trained on PPE?          								        Yes   	   No		

. Is there anything you feel could have prevented the accident or injury?				    Yes   	   No
	
. If the employee was injured while operating machinery or vehicle (forklift/pallet jack),
  was he or she trained on proper use of the machine or vehicle?  					    Yes   	   No	

. Are you questioning the mechanism of this injury?						      Yes   	   No

  If yes, please explain:

. Are you aware of the employee playing sports, having other employment, or any personnel or performance issues?  

  Please explain:  

. Is there anything else we need to know about this person?

Print name:											           Date:		

Signature: 				         							       Date:				  
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Witness Statement

november 2009 1

Supervisor signature:						                Date:

1. When did this accident, illness or injury happen? 

2. How did the accident happen? Describe what you saw or what you were told:
	
 	
 	
 	
 
3. What was the employee doing at the time of accident or injury?

	
 	

4. Did anyone else see the accident happen? If so, please provide names:

5. Was the injured employee wearing Personal Protective Equipment (PPE) at time of accident? Describe:

	

6. Is there anything you feel could have prevented the accident or injury?
	
	

7. Is there anything else we need to know about this person?

Print name:											           Date:		

Signature: 				         							       Date:				  
    	

WITNESS INFORMATION 

ACCIDENT, ILLNESS OR INJURY DESCRIPTION 

Name: 									         Phone number:	

Address:

Check here if there are no witnesses.

TEMPORARY EMPLOYEE INFORMATION

Name: 									       



In The Event of a Work Injury:

LIFE OR LIMB THREATENING EMERGENCY CALL 911

A BGet First Aid. Call the Injury Hotline immediately to 
report your injury. DO NOT WAIT!

Injury Hotline 888.237.1223

After You Report Your Injury:

A statement will be taken from you to get the details of the injury/
accident.

Eplica will authorize your treatment with a clinic if necessary. This 
authorization must be obtained prior to going to a clinic so that 
Eplica may cover your medical expenses.

You must take a post-accident drug test except in jurisdictions 
where prohibited by law.

All injuries will be thoroughly investigated; failure to cooperate with 
the investigation process will result in disciplinary action up to and 
possibly termination.

Return to your agency after going to the clinic to complete 
paperwork.

Any follow-up doctor appointments are to be made before or after 
work hours, as you will not be paid for lost time due to medical 
appointments or physical therapy.

2

3

4

5

6

1



Obtenga primeros 
auxilios.

Llame a la Línea Directa de Lesiones para 
notificarnos inmediatamente de su lesión. 
¡NO ESPERE!

Línea de Lesiónes  888.237.1223

En caso de una lesión en el trabajo:

SI SU VIDA O ALGUNA PARTE DE SU CUERPO ESTA EN PELIGRO, LLAME AL 911

A B

Después de que usted nos haya avisado de su lesión:

Se le tomará una declaración para obtener los detalles de la lesión 
y del accidente.

Eplica autorizará su tratamiento en una clínica si es necesario. Se 
debe obtener esta autorización antes de ir a una clínica para que 
Eplica pueda cubrir sus gastos médicos.

Usted debe tomar una prueba de antidrog despues del accidente 
menos en las jurisdicciones donde esta prohibido por la ley.

Toda lesión será rigurosamente investigada; el no cooperar con 
el proceso de la investigación tendrá como resultado acción 
desciplinaria o incluso su despido.

Regrese a su agencia después de ir a la clínica para rellenar 
formularios.

Se debe programar toda visita médica subsecuente para antes o 
despúes de las horas de trabajo, ya que a usted no se le pagará 
por el tiempo perdido debido a citas médicas o a terapia física.
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