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Family Facets
Tri-County Counseling Services, Inc.


99999999
PO Box 1662, Columbia, MO  65205
573-886-7422

Personnel Injury Report
This report must be completed by any Family Facets personnel who is injured on the job or while on the agency's premises.  Return this completed Personnel Injury Report to 
     
 as soon as possible (but within 24 hours) following the occurrence of the injury.
	A.
	Name and position title of Person Injured:

	
	
     

Job Title: 
     


	
	SSN: 
     

Date of Birth: 
     

Date of Hire:
     


	
	Street Address:

     


	
	State / Zip Code: 

     

Annual Salary: 
     


	
	

	B.
	Location where injury occurred (be specific):


	
	





	
	

	C.
	Date of Occurrence:

     


	
	
(month)/(day)/(year)

	D.
	Time Of Injury Occurrence:

     

 FORMCHECKBOX 
 a.m.
 FORMCHECKBOX 
 p.m.

	
	

	E.
	How Did The Injury Occur?  (describe fully):


	
	









	
	

	F.
	What Were You Doing When Injured (be specific)?:


	
	













	
	

	G.
	Name The Object, Substance, or Person That Directly Caused Your Injury:


	
	









	
	

	H.
	Describe The Injury In Detail and Indicate The Part of the Body Affected:


	
	













	
	

	I.
	List Any Personal Protective Equipment or Safety Devices Your Were Using At The Time of the Injury:


	
	









	
	

	J.
	List Any Witnesses to the Occurrence of the Injury, Giving Their Name, Address and Telephone Number:


	
	













	
	

	K.
	Did You Receive Emergency Treatment After The Injury:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If Yes, List the Name, Address, & Telephone Number of Emergency Treatment Providers:


	
	













	Signature of Employee: 
     

Date: 
     



IF MEDICAL ATTENTION IS REQUIRED BY A PHYSICIAN, 
THE FOLLOWING SHOULD BE COMPLETED BY THE ATTENDING PHYSICIAN.

	L.
	Name and Address of the Attending Physician:


	
	






	
	

	M.
	Physician's Description of the Injury, Indicating the Part(s) of The Body Affected:


	
	









	
	

	N.
	Is There Any dismemberment, Disfigurement, or Other Permanent Disability Apparent?


	
	









	
	

	O.
	Is There Any dismemberment, Disfigurement, or Other Permanent Disability Apparent?


	
	









	
	


	
	

	Signature of Physician: 
     

Date: 
     



	
	

	Signature of Physician: 
     

Date: 
     





 FORMCHECKBOX 

Worker's Compensation Leave Taken:

Starting Date of Leave Taken:

     


Ending Date of Leave Taken:

     




 FORMCHECKBOX 

No Time Lost From Work, Returned to Work on:

     





(month)/(day)/(year) 
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