
SSUUPPEERRVVIISSOORR’’SS  RREEPPOORRTT  OOFF  WWOORRKK--RREELLAATTEEDD  AACCCCIIDDEENNTT//IILLLLNNEESSSS  
SSUUPPEERRVVIISSOORR  IISS  TTOO  CCOOMMPPLLEETTEE  TTHHIISS  FFOORRMM..    UUNNDDEERR  NNOO  CCIIRRCCUUMMSSTTAANNCCEESS  IISS  TTHHEE  IINNJJUURREEDD  EEMMPPLLOOYYEEEE  TTOO  CCOOMMPPLLEETTEE  TTHHIISS  FFOORRMM  

EEMMPPLLOOYYEEEE  IINNFFOORRMMAATTIIOONN  
Name:          Employee Number:      
Address:                         Home Telephone:                          
City/State/Zip:         Sex: Male  Female  
Date of Hire:_________________________ 

Department:         Dept. Ext.:       
Dept. Manager:         Mgr. Ext.:        

Supervisor:         Sup. Ext.:       
WWOORRKK  SSCCHHEEDDUULLEE  

Employee Usually Works: No. Days per week: ______ _ No. Hours per day: ______ _  No. Hours per week: ________

 Work Schedule:  __________  am  ________ _  pm      to      _______  _  am   __________  pm 
AACCCCIIDDEENNTT  IINNFFOORRMMAATTIIOONN  

Date of Injury:             Witnesses?     No       *Yes - Complete part “B”         Was Campus Police 
Time of Injury:                 am                       pm If employee died, date of death:                                Notified? 
Your date of knowledge:          Was another person responsible?     No       Yes 
Date claim form given to employee:      Were other worker’s injured?             No       Yes            No       Yes 
What was the injury or illness?  Tell us the part of the body that was affected and how it was affected; be more specific than "hurt", "pain", or "sore."  Examples:  "strained back"; "chemical burn, hand"; "carpal tunnel syndrome." 

 

What was employee doing just before the incident occurred?  Describe the activity, as well as the tools, equipment or material the employee was using.  Be specific.  Examples:  "Climbing a ladder while carrying roofing materials"; "spraying chlorine from hand sprayer"; 

"daily computer key-entry." 

 

 
What object or substance directly harmed the employee?  Examples:  "concrete floor"; "chlorine"; "radial arm saw."  If this question does not apply to the incident, leave it blank.

Did injury/illness occur on employer’s premises?   

 Yes      No 
Location/Department where injury/illness occurred: 

What happened?  Describe how injury/illness occurred (if more space is needed, please attach separate sheet of paper): 
 

 
LLOOSSTT  TTIIMMEE  

Lost time?    No      Yes*  -  Dr.  note required 
*Date last worked:                       

Still off work?    Yes     No*  -  Dr. release required  

*Date Returned to work:                                       
MMEEDDIICCAALL  IINNFFOORRMMAATTIIOONN  

CHECK APPROPRIATE BOX(S): 
 No Medical Treatment Sought by Employee Was employee treated in an emergency room?  Yes     No 

Medical treatment at:     SDSU HEALTH SERVICES       SHARP REES - STEALY OCCUPATIONAL MEDICINE   *OTHER    
Please complete the following: 
*Physician/Facility Name:          *Address:         
*City/State/Zip:           *Phone:         
If hospitalized, please complete:     Was employee hospitalized overnight as an in-patient?  Yes     No  
Facility Name:           Address:         
City/State/Zip:           Phone:         
AA..    WWIITTNNEESSSSEESS 
List name(s) of witnesses: 
                
                
 

CCoommpplleetteedd  bbyy::    ((PPrriinntt//TTyyppee  nnaammee//ttiittllee))  
______________________________________________________________________________  

SSiiggnnaattuurree  
____________________________________________________________________________________  

DDaattee  
__________________________________________  
  

PPhhoonnee::  __________________________________________________________________      
NNOOTTEE::    CCOOMMPPLLEETTIINNGG  TTHHIISS  FFOORRMM  IISS  NNOOTT  AANN  AADDMMIISSSSIIOONN  OOFF  LLIIAABBIILLIITTYY..    AA  CCLLAAIIMM  FFOORRMM  MMUUSSTT  BBEE  GGIIVVEENN  TTOO  TTHHEE  IINNJJUURREEDD  WWOORRKKEERR  WWIITTHHIINN  OONNEE  WWOORRKKIINNGG  DDAAYY  OOFF  YYOOUURR  KKNNOOWWLLEEDDGGEE  OOFF  

OOCCCCUUPPAATTIIOONNAALL  IINNJJUURRYY  OORR  IILLLLNNEESSSS  WWHHIICCHH  RREESSUULLTTSS  IINN  LLOOSSTT  TTIIMMEE  OORR  MMEEDDIICCAALL  TTRREEAATTMMEENNTT..    
TTHHIISS  FFOORRMM  CCOONNTTAAIINNSS  IINNFFOORRMMAATTIIOONN  RREELLAATTIINNGG  TTOO  EEMMPPLLOOYYEEEE  HHEEAALLTTHH  AANNDD  MMUUSSTT  BBEE  UUSSEEDD  IINN  AA  MMAANNNNEERR  TTHHAATT  PPRROOTTEECCTTSS  TTHHEE  CCOONNFFIIDDEENNTTIIAALLIITTYY  OOFF  EEMMPPLLOOYYEEEESS  TTOO  TTHHEE  EEXXTTEENNTT  

PPOOSSSSIIBBLLEE  WWHHIILLEE  TTHHEE  IINNFFOORRMMAATTIIOONN  IISS  BBEEIINNGG  UUSSEEDD  FFOORR  OOCCCCUUPPAATTIIOONNAALL  SSAAFFEETTYY  AANNDD  HHEEAALLTTHH  PPUURRPPOOSSEESS..  SSEEEE  CCCCRR  TTIITTLLEE  88  1144330000..2299((BB))((66))--((1100))..  
Equivalent to the Cal/OSHA Form 301 
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